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he topic of The Delinquent can be a very 

‘4 wide one indeed, including all varieties 

of adult psychopaths and criminals and 

the juvenile delinquent. I will, largely, localize 

our discussion to the latter, and ask your in- 

dulgence if my presentation is informal rather 
than organized and didactic. 

The juvenile delinquent may perhaps be 
illustrated by a story I recently heard which 
is not necessarily factual. At any rate, the story 
has to do with Billy, a 14 year old boy, who, 
because of his delinquent behavior, apparently 
had made life pretty difficult for his parents; 
he was a very aggressive child, always getting 
into trouble, especially with the school authori- 
ties and the teachers. However, he was likeable 
in a way, a leader among the tougher boys in 
the area, very strong, a good athlete, and 
fortunately, an excellent swimmer. He was 
considered to be quite matter of fact and 
stoical in the way he reacted to punishment 
or unfortunate situations. It seemed that 
shortly after his father died, his mother re- 
married and Billy continued to make life 
pretty difficult for his stepfather. The latter 
was a rather kindly person and was at a loss 
to know what to do; but it seemed that after 
a period of time his patience began to wear 
thin as Billy continued with his incorrigible 
behavior. One day Billy walked into a local 
barbershop looking extremely exhausted and 
completely drenched. He sat in the barber 
chair and curtly requested the barber to give 
him a hair cut. The barber was rather curious 
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and initiated the conversation by asking: “How 
are things going along, Billy?” Billy replied, 
“Fine”. “You look tired.” Billy said, “Yep”. 
“How are things at home?” “Fine.” “How is 
your new dad?” “Fine.” “Do you like him?” 
“Yep, “sometimes”. “Is he nice to you?” “Yeah” 
“Does he ever take you out?” “Yep” “When did 
he last take you out?” “Oh, he just took me out 
on the lake”. “How did you get so wet?” “He 
wanted to see how good a swimmer I was. He’s 
a fine fella. He took a day off just to row me 
out to the middle of the lake and then he let 
me out of the boat to see if I could swim back 
alone.” He paused, then the barber said, “Well, 
you look pretty tired. Must have been a rough 
swim?” Billy added, “Naw, just a little tough 
at the beginning until I got out of the sack.” 

That is the stoicism of the delinquent—some 
of them. 

In general, delinquent behavior includes all 
varieties of misconduct, including asocial, anti- 
social and aggressive behavior. When we talk 
of a juvenile delinquent, we more or less refer 
to the prepuberty and adolescent child. Pre- 
puberty involves the ages between 11 and 13, 
while adolescence is generally considered to 
extend from 13 to 20 years of age. The causes 
of delinquency are varied and many, but per- 
haps we can examine a few etiological factors. 
The age-old question of how much heredity 
and constitution play a role on the one hand, 
and how much external environment and train- 
ing on the other hand, is still in the debatable 
phase. Much attention has been given to this 
question, and there is some divergence of 
opinion for certain type problems, but gen- 








erally speaking, it would be safe to say that 
there is always an interaction between the 
various forces of heredity and the environment. 
Years ago, Cesare Lombroso, a professor of 
psychiatry at the University of Turin, Italy, 
felt that he could tell a criminal by the char- 
acter of the prominences on his head. He be- 
lieved that there was such things as inborn 
criminals and wrote much concerning the 
special characteristics of types. 
Some later psychiatrists whose names are 
prominent in the field, as, for instance, 
Kraepelin, believed also in the inheritance of 
criminal traits. However, with a better under- 
standing of psychopathology and _psycho- 
dynamics, there has been a shift toward a more 
psychologic approach in considering the causa- 
tion of delinquency and, therefore, more stress 
placed upon the environment. Freud himself, 
in speaking of the problem of delinquency and 
psychopathy, after evaluating many of the 
factors, felt that it was essentially very unclear 
as to what the etiology was in so many of these 
problems. He seemed to be definite on one 
score—he stated that if we can not see clearly 
the positive factors, at least we can see clearly 
the obscurities. However, he did talk of 
somatic compliance—that, given a certain con- 
stitution, it may respond to specific factors in 
the environment more readily than another 
constitution. This, of course, is very much the 
attitude that most of us take today. Freud 
summed it up very nicely when he concluded 
that it was not a question as to whether a 
mental condition is organic or functional in 
origin, but rather it is a question in each in- 
stance as to how much organicity and how 
much psychogenicity. 

A number of studies investigating the causes 
of delinquency have been conducted along 
different lines of approach and I might mention 
a few. From the point of view of heredity, 
Lange, some years ago, studied a large 
group of individuals and felt that there was 
more than 6 times as much “hereditary taint” 
in the relatives of delinquents and psychopaths 
than there was in normal control groups. On 
the other hand, more recent studies have 
shown that in the normal control groups, as 
much “hereditary taint” was found as in the 
delinquent groups. So the hereditary factor did 
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not seem to play much of a role in these more 
recent studies. Dr. Kallman, who has done con- 
siderable work on identical and non-identical 
twins, conducted a series of studies on such 
delinquent twins and found no correlation be- 
tween hereditary factors and delinquency. He 
found, though, an interesting thing, that the 
offspring of persons who had been delinquent 
and psychopathic were more prone to develop 
emotional disturbances than the siblings of the 
delinquent. He attributed this observation to 
the fact that the delinquent parent or the de- 
linquent who becomes a parent is more prone 
to be unstable than the sibling who may not be 
delinquent or psychopathic and therefore pro- 
vides an environment which is fertile for the 
production of psychopathy in the offspring. 
Other than hereditary studies, there have been 
studies on the constitution of the delinquent 
psychopath. Sheldon has been in the forefront 
of these investigators and developed tech- 
niques and standards for taking measurements 
of body build, more or less along the lines of 
Kraepelin’s work. With Eleanor Gluck, he 
studied over 500 offenders, and concluded that 
the delinquent has a mesomorphic body build 
—more prone to be muscular, strong and 
athletic. There seems to be some confirmatory 
evidence for these observations, but the work 
has by no means been definitely confirmed. 
Neurological deformity or organic central 
nervous system pathology, may be etiologic in 
some delinquent behavior and this will be dis- 
cussed shortly. 

Neurophysiologic experiments have been of 
some interest in studying aggressive reactions 
in animals. Marked aggression, for instance, 
can be induced by certain brain lesions, 
particularly lesions in the hypothalamus and 
the thalamus of dogs and cats. These regions 
can be cut off from the higher centers resulting 
in a so-called “thalamic animal”, which ex- 
hibits rage reactions on the slightest provoca- 
tions or stimuli. Other neurophysiological 
studies have been conducted along electro- 
encephalographic lines in many groups. Some 
people feel that there are significant EEG find- 
ings in the delinquent while others disagree. 
We might state that, in general, a large de- 
linquent group tends to show about the same 
incidence of abnormal EEGS as we will find 
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in a similar large group of psychiatric patients. 
Of course, if the delinquency is related to 
actual organic disease of the brain, then we 
will get a much higher increase of EEG ab- 
normalities in these delinquents. 

With respect to the psychologic factors 
which may be etiologic in delinquency, it 
seems that in most of the studies done in recent 
years, there is a general uniformity of opinion 
on one important factor, namely, the matter 
of rejection. The elements of rejection operate 
most crucially during the first 5 years of life— 
even the first 3 years of life are enough to 
affect the psychologic structure of the child 
so that it creates the groundwork for the sub- 
sequent development of delinquent behavior. 
A feeling of rejection leads to all kinds of ag- 
gressive reactions on the part of the child and 
stimulates the unusual development of ag- 
gressive drives. This rejecting environment 
therefore seems to be the etiologic nucleus of 
delinquent reactions according to many psy- 
chological studies. Characteristically, these 
children develop impulsive, assaultive or ag- 
gressive behavior with the pleasure-pain 
principle remaining dominant and not modi- 
fied adequately by proper conscience forma- 
tion nor the development of adequate social 
behavior. Ego controls over instinctual striv- 
ings (aggressive and sexual) are lacking, and 
there occurs an intolerance of any frustration. 
Hypermotility and restlessness are frequently 
characteristic. The feeling of guilt is consider- 
ably reduced, often to the vanishing point 
when it involves relationships with authorita- 
tive figures. 

We have thus far mentioned hereditary, con- 
stitutional and psychologic factors which may 
be causative in the delinquency reaction. There 
is also a sociological field that has become of 
increasing importance in research investiga- 
tions. We know relatively litile about the 
sociologic implications as yet, but some of the 
studies have indicated that social crises, 
particularly wars, the aftermath of wars, and 
depressions tend to increase the incidence of 
delinquency. During these times it is felt that 
families are dislocated, parents are under in- 
creased tensions, fathers may be away or out 
of work, etc., the families have less desire to 
have children and if one comes along it is a 
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burden. These are negative factors which in- 
crease elements of rejection. Sociological 
studies have further found that class structure 
might be related to delinquency; statistics have 
indicated that delinquency is more prevalent 
in the groups of lower socio-economic levels 
and lower educational levels. From the point 
of view of the complexity of a society, it is felt 
by some sociologists that the more tech- 
nologically complex a society is, the less the 
incidence of delinquency. This is disputed by 
other sociologists who have felt that the re- 
verse is true. I might refer here to an interest- 
ing study by two sociologists who collaborated 
in studying four different small communities 
in the Blue Ridge Mountains. Two of them 
were becoming more technologically advanced, 
the other two were remaining fairly static and 
isolated. They discovered that in the statie 
isolated communities, delinquency was less of 
a problem than in the other two communities 
which were spreading out and becoming more 
technologically advanced. In talking recently 
with one of the assistants at the American 
Indian Museum in New York, which does con- 
siderable field work with the American Indians 
on their reservations, I was informed by him 
that his personal observations led him to be- 
lieve that where Indians became surrounded 
by communities of white settlers, where there 
was some intermingling, there occurred an in- 
crease in psychopathy and delinquency 
amongst the Indians, Civilization and culture 
are perhaps not the only things we brought to 
the American Indian! 

I would like to proceed to the more specific 
delineation here of diagnostic categories and 
groups. We might divide delinquent children 
into two general categories, those of the or- 
ganic type and those of the functional type. It 
is an old-type classification in psychiatry, but 
like old whiskey, is well taken only up to a 
certain point. The organic group is character- 
ized by a general syndrome which is best de- 
scribed as the “organic type of delinquent syn- 
drome”. In this group we find particularly the 
children who have borderline IQ’s or who are 
at the high-grade moron level or even the low 
average level, so that the intelligence quotient 
of this group ranges from between 70 to 100. 
As you know, IQ’s up to 25 categorize the 
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idiot, 25 - 50 the imbecile, 50 - 70 or so, the 
moron; 70 - 80 is the borderline group while 
80 - 120 is considered the average normal 
range. The idiots and imbeciles usually are 
institutionalized and, therefore, do not present 
a problem since they have generally little con- 
tact with the community. Thus, behavior-dis- 
ordered children who are essentially of lower 
average, borderline or high grade moron levels 
can be considered as generally intellectually 
inadequate or relatively so and comprise a 
sub-division of the organic-type behavior dis- 
orders. Frequently, the awareness by these 
children of their intellectual inadequacies 
creates varied neurotic reactions, often with 
pronounced aggressive components. They may 
be rejected by their families from early child- 
hood levels because of their poor develop- 
mental and performance levels, and react to 
this rejection by manifestations of anxiety and 
hostility. The actual organic cerebral com- 
ponent may inhibit maturation not only of in- 
tellectual functioning, but also of emotional 
functioning; there may be actual deficiencies 
in the thalamus and hypothalamus, plus the 
association pathways to higher centers. There 
may be perceptual dysfunctions, and defects 
in conceptual development, with impairment 
of judgment, and an inherent inability to ade- 
quately control instinctual drives and ex- 
pressions, accounting perhaps for much of the 
impulsive sexual and aggressive behavior. 

A second organic-type behavior disorder is 
the post-encephalitic child; the third organic 
type is the post-traumatic. There are other 
types, such as the epileptic or certain children 
with endocrine deficiencies, and so on, but we 
will not discuss these other groups specifically. 

In the organic group of behavior disorders 
as a whole we speak of the “organic syn- 
drome”, This is manifested by hyperkineses, 
hyperactivity, impulsive and assaultive be- 
havior or aggressive acts in which the aggres- 
sion or the assault is out of proportion to the 
precipitating agent. Some slight irritant might 
set them off. Interestingly enough, they will 
often show remorse for the aggressive act. This 
is in contradistinction to that which we find in 
the aggressive neurotic child who has no or- 
ganic cerebral disturbance or defect, and who 
usually shows no remorse for his aggressive 








action. The “organic” child will commit some 
violent act suddenly, on the impulse, then later 
feel genuine remorse. It just seems they cannot 
control the impulse. 

The post-traumatic “organic” child is not as 
commonly seen as the post-encephalitic one. It 
should be emphasized that a history of a be- 
havior disorder or delinquency following soon 
after a severe trauma, is more often neurotic 
rather than organically determined. But still 
there is a group of children who give a history 
of having been model children before a head 
trauma and then after the accident developing 
highly delinquent behavior as though sud- 
denly they are unable to tolerate frustration 
and react impulsively with uncontrolled ag- 
gressions. They seem to lose judgment and 
social and moral values. The symptoms are 
similar to those which prevail in the other 
organic types of delinquency. 

The post-encephalitics at times may be very 
dangerous individuals, particularly if they have 
a tendency to be assaultive—homicidal or 
sexually assaultive. They are very difficult to 
treat and the prognosis is generally poor in 
these children. The “post-traumatic” as a gen- 
eral rule seem to have a better prognosis. Very 
likely the physiology and the histology of the 
brain may not be as permanently altered in the 
traumatic process as in the encephalitic pro- 
cess, 

All varieties of therapy have been tried 
for the organic behavior disorder. Perhaps the 
only kind of therapy for the more dangerous 
of the group is institutionalization and an at- 
tempt to retrain some of the children in milieu 
or group therapy. Individual psychotherapy 
may be helpful in the less damaged cases, 
where the organic component is not too ex- 
cessive. Pharmacological agents, such as ben- 
zedrine or dexedrine or the tranquilizers may 
be very helpful. Paradoxically, dexedrine or 
benzedrine may be used either for the hyper- 
active children, where it sometimes reduces 
activity and exerts a calming effect, or for 
the very sluggish child, where it may tend to 
act as a stimulant and produce greater activity. 
Tranquilizers belonging to the promazine 
group, or the meprobamates may be very help- 
ful. My opinion with respect to shock therapy 
is that it is rarely helpful in these children. Dr. 
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Loretta Bender apparently is of the opinion 
that in some of the very aggressive children, 
shock therapy was effective in reducing the 
severity of the aggressions and the hyper- 
kinesis. Many child psychiatrists believe that 
shock therapy has no place in the treatment of 
children’s disorders. 

I might add that in the study which Dr. 
Jenkins and I undertook some years ago in a 
group of delinquents at the New York State 
Psychiatric Institute, we found that the 
“organic type” behavior disorders showed ab- 
normal electroencephalograms in about 70% 
of the cases. Thus, the electroencephalogram 
may be useful as an aid in diagnosing organic 
factors in these behavior disturbances. 

The second major division of delinquents, 
namely, the “functional” group of disorders, 
may be subdivided into essentially two sepa- 
rate types: 

First, the chronically aggressive child; 

Secondly, the child with neurotic conflicts 
leading to delinquent behavior. 

The first type, the chronically aggressive 
child, is often referred to as having a conduct 
disorder. There frequently is a characteristic 
history obtained in these children, as was well 
brought out by the observations of Van 
Ophuijsen in New York. It is characteristic for 
parents to say that ever since the child has 
been able to get about quite adequately, let’s 
say after the 2nd year of life, he has been the 
“enfant terrible”. He is extremely active and 
restless, constantly on the go, and getting into 
trouble, does not persist in playing with any 
one thing for any length of time, and if there 
are siblings, he will try to provoke or hurt 
them. As he develops and grows, he becomes 
more assaultive and more aggressive, constant- 
ly fighting or attempting to dominate or assert 
his physical superiority over other children. 
When he enters school he becomes a difficult 
problem for the teacher, will play hookey, steal 
and lie. He may become a member of a de- 
linquent gang, and perform anti-social acts 
against the community. We note that the ag- 
gressions are not localized either to the home 
or the school or the community, but are 
directed against all areas of the environment. 
If we were to visualize dynamically the psychic 
structure of this person in terms of id, (or in- 
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stinct), ego, and superego (conscience) we 
would find that the superego is relatively small, 
while the ego and the id are tremendous. Thus 
strong impulses from the aggressive and sexual 
drives, and a strong ego are being inadequately 
controlled by a weak conscience. These chil- 
dren, for the most part, come from deserted 
or broken homes, but one element always pre- 
vails, the element of rejection by the parents. 
Oftentimes there is a history of these children 
going from one foster home to another, never 
getting along in any home regardless of the 
kindness of the foster parents. The children 
are always creating problems and trouble, for 
the community, the foster parents and the 
school. 

In normal development, we find that chil- 
dren will begin to tolerate frustration in order 
to obtain the love of the parent, particularly 
the mother. It is a kind of barter arrangement 
in which they surrender the gratification of 
impulses to receive approval by the parent. If 
they feel rejected by the parent, there is no 
point in giving up anything, and therefore no 
barter arrangement exists. Thus, they continue 
to indulge their pleasures and employ their 
instinctual drives, particularly the aggressive 
ones, in order to maintain and expand their 
own egos, and gratify their own narcissism 
which has been wounded by parental rejection. 
They continue to function for a longer period 
of time on the pleasure-pain principle; what 
is painful is no good and what is pleasurable 
is good. This interferes to some extent with the 
development of the reality principle and the 
reality testing function and as a consequence 
these children develop tremendous egos which 
are highly narcissistic, highly self centered and 
interested primarily in gratifying their instincts 
and their impulses, aggressive and sexual, but 
mostly aggressive in their earlier years. They 
prefer self-gratification rather than the estab- 
lishing of better human relationships. The 
parent tends to represent the outside world, 
including the school and the community and, 
therefore, they come to transfer their aggres- 
sions and hostility from the parent to the out- 
side. The electroencephalogram in this chroni- 
cally aggressive child shows an interesting 
finding; although the EEG pattern shows no 
unusual incidence of abnormality beyond that 
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which is seen in the neurotic child, the alpha 
frequency spectrum tends to be decidedly on 
the slow side as compared with the alpha 
frequencies in the neurotic or clinically normal 
child. We might construe this observation as 
suggesting a constitutional predisposition to 
the development of excessive aggression, or 
lack of maturation for the proper controls over 
aggression; this constitutional feature, com- 
bined with parental rejection, could be im- 
portant or crucial etiological factors for the 
production of delinquency. 

The I. Q. of the chronically aggressive child, 
tends to predominate in the 80 to 100 range. 
The average range, as we mentioned previous- 
ly, is between 80 to 120. These children also 
frequently show specific disabilities of one 
variety or another. The specific disabilities in- 
clude impairment of reading, writing and 
speech; these functions may be delayed or 
show distortions in development. However, we 
may find that children of high intelligence also 
show these specific disabilities, so that they do 
not necessarily go along with lower intelli- 
gence. But an impairment in any of these 
functions may act as a very frustrating experi- 
ence for the child, increasing his hostility and 
aggression. 

Another symptom commonly seen in the 
child with the conduct disorder is enuresis. 
Some persons feel that there is a constitutional 
factor in enuresis; many believe it is an indica- 
tion of unconscious aggression. Perhaps both 
factors play a role. But in any event, the 
enuresis subsides generally about the age of 
13 or 14. 

Permit me now to summarize the symptoms 
of this chronically aggressive delinquent child. 
Characteristically, we see the impulsivity of 
their reactions, the assaultive aggressive be- 
havior of a chronic type, diffusely directed to- 
wards all areas of their environment including 
the home, the school, and the community; there 
is the relative absence of conscience in which 
these children are sorry only that they have 
been caught, but not sorry that they have com- 
mitted the misdeed. There seems to be an im- 
pairment of judgment and reality functioning; 
we might say also a lack of social maturation. 
There is an inability to tolerate frustration 
while the sudden impulse behavior indicates 





an absence of delay in reaction which is the 
immature type of reaction. These children 
oftentimes seem to function as though society 
is entirely hostile, as though any one in author- 
ity is a threat to them. They commit their 
delinquencies without regard for society or 
the community, and the lack of judgment leads 
them to repeat their acts in spite of punish- 
ment or threats of punishment. This child is to 
be differentiated from the child with a com- 
pulsive masochism who is neurotically driven 
to repeat his delinquency for purposes of pro- 
voking retaliation or punishment. Thus, his 
aggressive or sexual drive is gratified, but at 
the same time he reduces his guilt and thereby 
appeases his conscience or super-ego by re- 
ceiving punishment. 

The treatment of this group is difficult. In- 
dividual psychotherapy performed outside the 
setting of an institution usually accomplishes 
relatively little. Analysis is practically out of 
the question for these children. Perhaps the 
usually preferred program is “milieu therapy’, 
which was developed shortly after the first 
World War by August Aichorn. He created one 
of the first well-managed homes for de- 
linquents in Vienna and applied the principles 
of dynamic psychiatry in the handling of these 
children. It is of interest to mention here that 
sometimes when a dramatic situation occurs in 
therapy a patient develops a sudden aware- 
ness and insight into the psychologic problems 
related to their symptoms or behavior. Aichorn 
was a master in creating dramatic moments 
and handling them for their therapeutic effect 
in the treatment. He would surprise the child 
by psychologic maneuvers, remove his guard, 
and drive a telling point home. I will illustrate 
this with a story of one of Aichorn’s de- 
linquent charges in the institution. This boy 
was in charge of the little candy counter at the 
home, where he sold candy to the other boys. 
Each day, he managed to pilfer some of the 
money from his receipts. After a period of time, 
Aichorn found out that there was some in- 
accuracy in the financial accounts and so he 
brought the boy to his office, sat him down and 
asked him about it. He seemed very matter of 
fact about it, simply asking the child how much 
money he had taken in each day, at what time 
of day he took in the most money and finally 


46 THE JOURNAL OF THE SoUTH CAROLINA MEDICAL ASSOCIATION 

















indicating that there was discrepancy in the 
accounts. The boy pretended to be dis- 
interested in the conversation, until Aichorn 
suddenly remarked “I guess we will have to go 
see your parents.” The boy grew pale and 
dropped a book which he had been holding. 
Aichorn asked the boy what was wrong, to 
which he replied “Nothing”. Aichorn quickly 
said “What about the money?” “How much is 
missing?” With this he drew out some money 
from his own pocket. The boy was trembling 
by this time and finally confessed how much 
was missing. Without saying a word, Aichorn 
counted out the money from his pocket, gave 
it to the boy and said “This makes up the 
change”. He dismissed the child, who walked 
out of the room in amazement. Rather than 
receiving all kinds of admonishments, he had 
suddenly received a rather odd kind of treat- 
ment, without punishment or lecturing. A 
couple of hours later the boy returned, very 
tearful, admitting everything. It was this kind 
of dramatic situation that Aichorn used or 
even created to develop a feeling of emotional 
rapport and identification with himself. He 
was unusually successful in treating de- 
linquents, but undoubtedly his personality and 
empathy for the delinquent played an im- 
portant role in this success. Following Aichorn 
I might mention that a number of others tried 
to further develop this milieu therapy, as it 
was called. For instance, there was the Arthur 
Jennings School in Chicago, and for a period 
of time, Pioneer House in Detroit, which is not 
functioning at the present time, and the Haw- 
thorne School in New York. 

Milieu therapy may be described as a form 
of group therapy or group activity. The chil- 
dren learn to identify with a counselor or cot- 
tage parent with whom they develop a close 
relationship. Once they begin to show guilt 
reactions to the group or to the counselor you 
have an indication that therapy is becoming 
effective; they are beginning to re-establish 
or establish adequate object relationships and 
identifying with the ideal objects—they grad- 
ually give up the complete functioning in 
accordance with the pleasure principle and 
learn to tolerate some degree of frustration. 
Once they identify with the group, they be- 
come sensitive to criticisms or sanctions against 
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them from its members and soon experience a 
strong group spirit. This is soon followed by a 
closer rapport with the counselor, who is 
identified as the head of the group. With the 
development of this kind of preliminary phase 
of treatment, the child becomes much more 
amenable to individual psychotherapy. 

The second subdivision of the functional 
group of behavior disorders includes the 
neurotic child, who commits misdeeds and de- 
linquencies on the basis of his neurotic con- 
flicts. The clinical differentiation from the con- 
duct disorder child (chronically aggressive) is 
sometimes difficult. However, the neurotic 
child does not manifest early hyperkinesis and 
aggressive activity, but may not develop any 
of the delinquent traits until he is in his latency 
period of development, namely, between the 
ages of 7 and 11, At this time he is beginning 
to be a pretty big boy, is beginning to “feel his 
oats”, and finds that he is able to discharge his 
hostility against the ambivalent object or sub- 
stitutes. The more delinquent behavior blos- 
soms out in the prepuberty and puberty-adol- 
escent phase; at this time, the unconscious 
conflicts and instinctual impulses are stirred up 
by the bloom of adolescence, the child be- 
comes increasingly aware of sexuality and the 
increasing surge of libidinal impulses makes it 
more difficult for him to handle his conflicts. 
If the environment does not offer sufficient 
interests for him, he will reactivate old con- 
flicts related to rejection or fantasied rejection 
by the parents, and project his own accusations 
of guilt onto the community. In other words, 
the community now tells him he is bad in- 
stead of his own ego telling him that he is no 
good. Therefore, he has to fight the com- 
munity, he has to fight authority and at the 
same time provoke situations to justify the 
gratification of his own pleasure wishes, while 
at the same time appeasing his conscience 
through punishment. 

One important factor, which has been con- 
sidered to be very specific in producing de- 
linquency of the neurotic type has been the 
vacillation of the parent from an over-in- 
dulgent to a frustrating parent. One minute 
they are hugging the child, the next minute 
beating him, or vice versa. This vacillation and 
inconsistency in handling the child have been 
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associated with the development of this neu- 
rotic delinquent structure. We also find that if 
parents themselves have violent scenes, are 
assaultive, lie, steal or betray the child, then 
obviously the child will, at least partially, 
identify with the parent and incorporate some 
of this behavior into his own patterns of ad- 
justment. 

I might mention a type of delinquent child 
who is not anti-social, but more asocial and 
psychopathic in his behavior; more passive in 
his behavior than the real aggressive type, but 
exhibiting delinquent behavior with a neurotic 
character structure, where there was little con- 
science and tremendous narcissism. This is a 
boy, who at 16 began to sign checks only in his 
father’s name, and gambled excessively. Final- 
ly at 18 he entered the army and as a result 
the father was very much relieved. After a 
period of time in the army as a private he 
decided to impersonate an Air Force Colonel 
and made matters a slight bit difficult for lower 
echelon officers at one of the bases. He had 
quite a time for a day or two and then sud- 
denly left the base when there was imminent 
danger that he would be exposed. He’ could 
not be found, no one knew from whence he 
came or to where he went, and in the mean- 
time he had been AWOL from his own base. 
He finally appeared at an important social 
function where only generals and very “top 
brass” attended; he was the only “Colonel” in 
the party and finally the MP’s apprehended 
him. Because of the fact that he was diagnosed 
as a psychiatric problem, he was discharged 
from the Army on a medical disability. About 
6 months after his discharge, he again im- 
personated an officer, but this time decided not 
to exceed the rank of Captain. He again 
created a turmoil in one of the bases, but was 
again picked up, jailed for a while, then per- 
mitted to go free from prison. A year later he 
again impersonated an officer. Thus we see 
here a constant repetition or compulsion of this 
acting out of a fantasy. When it became 
difficult for him to impersonate officers, he be- 
came a Don Juan and acted out other fantasies. 
He proposed marriage to many different girls 
and when they consented and plans were com- 
pleted for a wedding, he left them waiting at 
the altar. He often would tell these girls during 


the courtship that he was a son of some mem- 
ber of royalty in England, and, in fact, de- 
veloped quite an English accent and air about 
him. Yet he was always fully aware of the true 
realities, and, in fact, when caught by his 
father or the district attorney, (especially for 
bad checks which he signed in his father’s 
name) would break down, “confess his sins” 
but ultimately resume his fantasied existence 
which he acted out in a neurotically delinquent 
manner. 

Neurotic delinquency may be acted out in 
a highly localized way, as for instance only in 
relationship to a parent or parent surrogate. 
The offense may vary from minor misconduct, 
as tantrums and disobedience, to actual mur- 
der of the parent. During the pre-puberty 
phase, the misdeeds may not be too serious; 
the child may be frequently truant from school 
as an expression of hostility to the parent, al- 
though, of course, there are other reasons for 
truancy. He may lie and steal money only from 
the parent, and yet be an ideal child in school 
and in his relationships with other persons out- 
side the home. This “localized” expression of 
neurotically-determined delinquency, directed 
only or primarily towards the parent, is in con- 
trast to the delinquency of the chronically ag- 
gressive (conduct disorder) child, who directs 
his aggressions towards all areas of the en- 
vironment, as the home, the school and the 
community. 

As the neurotic child grows older and enters 
puberty, he may become more defiant, and his 
misdeeds more serious. Because of the increase 
in sexual awareness and strivings during pu- 
berty and adolescence, he may discharge his 
conflicts via sexual aggressions. He identifies 
himself more as an independent, free-thinking 
person, shifts his resentments from parents to 
all other parent-surrogates, or all adults and 
authoritative figures in the environment, and 
embarks on an incessant crusade of defiance 
towards established institutions, rules and 
laws. Thus, his stealing becomes more serious, 
and his aggressions may turn into serious 
assaultive or homicidal behavior. In such in- 
stances, it frequently becomes difficult to 
differentiate between the conduct disorder and 
the neurotic type delinquency, although the 
history of the child’s past behavior, the char- 
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acter of the home and the child-parent re- 
lationships may give important clues to the 
diagnosis. Manifestations of anxiety, such as 
phobias, obsessive-compulsive phenomena, 
tics and hysterical features are more commonly 
seen in the neurotic delinquency, and their 
presence may be helpful in differential diag- 
nosis. 

During their adolescence, the delinquent 
child is prone to join gangs who organize for 
both defensive and aggressive purposes. They 
defend themselves against fantasied aggressors 
or other gangs in the area, while at the same 
time asserting their superiority in a specific 
locale where they wish to be the accepted 
masters. By thus unconsciously identifying 
with the aggressor they alleviate many 
anxieties resulting from fantasied threats from 
this aggressor, (originally the parent); at the 
same time, by identifying with the gang or an 
admired strong leader, they become invincible 
supermen. In some sections of cities, a child 
finds it necessary to join a gang only for the 
purpose of conforming to the group and being 
accepted by them, even though he is not him- 
self a delinquent problem. This might be 
termed “imitation delinquency” and is much 
more readily treated than the other forms. 

Sometimes, members of the group are ad- 
dicted to drugs, and induce others to begin the 
use of the drug, which then gradually leads to 
addiction. In such instances, the physiological 
craving may drive the adolescent into all sorts 
of crimes in order to obtain enough money to 
buy the drug. These cases become very diffi- 
cult to treat and frequently require institu- 
tionalization. 

A rarer form of neurotic delinquency con- 
sists of compulsive stealing (kleptomania). 
The objects stolen are generally inconsequen- 
tial, and may have symbolic meaning, much 
as a fetish. The act of stealing under such con- 
ditions, is often accompanied by a feeling of 
excitement somewhat akin to a sexual “build- 
up”. Kleptomania is not very common in the 
child, but more prevalent in the adult. 

Another form of stealing, other than those 
mentioned above, is done for the purpose of 
obtaining and offering gifts to friends in order 
to please them. This type of stealing is more 
prone to occur in lower IQ children and in the 
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more passive and dependent type of child. 


In treatment of the delinquent child, whose 
misdeeds are of “functional” origin, the type 
of delinquency must first be assessed. Com- 
ments regarding therapy have already been 
made for the chronically aggressive child. In 
the more genuinely neurotic type of person, 
individual psychotherapy may be very helpful, 
and is generally preferred to treatment in an 
institutional setting, except where drug ad- 
diction and uncontrolled serious kelptomania 
are present. Sometimes, it becomes necessary 
to advise a family to move out of a certain 
neighborhood in order to separate the child 
from gang involvement. In general, treatment 
is more successful with the neurotic child than 
with the chronically aggressive child. 

In concluding, I should like to say that there 
is a little of the delinquent in all of us; the 
difference is that the delinquent person acts 
out the misdeeds while we only think about it. 
Permit me to illustrate: a delinquent teen-ager 
was driving a car and was finally apprehended 
for speeding by a policeman, who expressed 
his attitudes in no uncertain terms. The boy 
immediately retaliated in some fashion and 
offered to fight him. This was “acting out”. On 
the other hand, if we are caught by the police- 
man and subjected to a verbal barrage, most 
of us accept it with inner fortitude and mar- 
tyred strength. But might I suggest that in- 
stead of suppressing our anger and frustration 
in such situation, we sublimate our emotional 
impulses in the same way the gentleman did 
when he was given a ticket for speeding? He 
asked, “By the way, officer, if I were to call 
you a darned fool, an idiot and a lot of vile 
names, (which he proceeded to enumerate ) 
could you take me to jail?” The officer replied, 
“Of course, I could!” The answer came back: 
“Well, supposing I just thought about it, could 
you take me to jail?” The officer said, “No, of 
course not.” Our man quickly answered: “Well, 
let’s leave it at that then.” 


As a final word, may I express my apprecia- 
tion for the privilege of addressing you today. 
It was indeed a great pleasure to be invited 
to your charming city to meet with you, and 
to see your great Medical School. 

Thank You. 











GLAUCOMA, THE GENERAL PRACTITIONER, 
AND THE OPTOMETRIST 


Cray W. Evatt, M. D. 
Charleston, S. C. 


laucoma is the name applied to a symp- 
(> tom complex of progressive loss of 

visual field due to an increase in the 
intraocular tension, which may or may not 
be accompanied by pain. 

The internal pressure of the normal eye is 
about 25 mm. of mercury, a higher pressure 
than is found in any other organ of the body. 
This pressure depends upon the volume of 
eye contents and on the elasticity of the coats. 
The aqueous humor is constantly being formed 
in the eye and constantly being eliminated 
from the eye. The rate of production and ab- 
sorption of this aqueous humor is normally so 
nicely balanced that the intraocular pressure 
is relatively constant. Anything which upsets 
this balance will result in a change in the 
intraocular pressure. Aqueous humor is formed 
chiefly from the ciliary body and the fluid 
reaches the anterior chamber by passing be- 
tween the posterior surface of the iris and the 
anterior surface of the lens through the pupil- 
lary space. From the anterior chamber it flows 
through the filtration angle into the canal of 
Schlemm. It leaves the canal of Schlemm by 
venous tributaries called aqueous veins. 

When the intraocular pressure is constantly 
elevated, we have glaucoma. Though many 
factors are involved, the majority of patients 
with increased intraocular pressure, have inter- 
ference with the outflow mechanism—there is 
a narrowing of the filtration angle. 

For the purpose of clarity in discussion and 
study, glaucoma is divided into primary and 
secondary, acute and chronic, and still further 
into subtypes. We will devote our time here 
to chronic simple glaucoma of the closed or 
narrow angle and the open or wide angle 
type. 

Eyes which have narrow filtration angles 
may develop acute glaucoma if the pupil is 
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dilated, which obstructs the aiready narrow 
angle. On occasion, people have been thrown 
into an acute attack of glaucoma by use of 
homatropine to dilate the pupils and paralyze 
the ciliary muscle while being tested for re- 
fraction. Fortunately, this type of acute closed 
angle glaucoma is not often seen. 

There is a large group of patients with nar- 
row or partially obstructed angles, in whom 
glaucoma develops gradually in the form of 
episodes or prodromal symptoms, The general 
practitioner is called to treat these patients 
because of headaches occuring at night or in 
the early morning hours. They complain of 
cloudiness of vision, colored haloes around the 
street lights at night, tenderness and a sense 
of pressure in the eyes, or too frequent 
changes of glasses. At first these attacks are 
evanescent, but if untreated, may develop into 
full fledged acute attacks with. severe con- 
gestion and excruciating pain. These attacks 
are due to vasomotor instability. These pa- 
tients are of the emotional type. The general 
practitioner recognizes the symptoms as those 
of glaucoma and refers them to a competent 
ophthalmologist, thereby saving many eyes 
from blindness. 

There is another much more insiduous type 
of glaucoma, the wide angle or open angle 
type, otherwise simple glaucoma. It is this 
type of glaucoma, which is largely responsible 
for 30,000 persons now totally blind in the 
United States. There are 800,000 in the United 
States who now have glaucoma and do not 
know it. These figures indicate the seriousness 
of the disease and call attention to the tragic 
fact that the majority of these patients might 
have been saved from blindness had their dis- 
ease been recognized in its early stages. 

In the wide angle type, in the beginning the 
patient has no symptoms. Fortunately, the 
general practitioner can take the intraocular 
pressure, thereby establishing a diagnosis. 
Since this disease usually occurs in people 
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over 40 years of age, much can be done if the 
general practitioner will bear in mind that 
every one over 40 should be suspected of 
glaucoma until proven otherwise. It is said 
that if all persons over 40 had their intraocular 
pressure taken once every three years the 
number of people blind from glaucoma would 
drop enormously. Unlike the previous type 
(narrow angle), this fellow has no prodromal 
episodes, no headaches, no pain, no symptoms 
till late in the disease, when the optic nerve 
is affected and the visual fields narrowed 
down, As the disease progresses, the pressure 
causes a cupping and pallor of the optic disk. 
The vessels are pushed to the nasal side above 
and below the cup. When the intraocular 
pressure rises to a level higher than the 
diastolic arterial pressure, the arteries show 
a collapsing pulse with each heart beat. The 
choroid around the disk may also atrophy. In 
the last stages the retinal arteries become 
smaller and by this time the eye is usually 


blind. 


Visual field changes are characteristic in 
glaucoma and are of great aid in outlining and 


determining the best line of treatment. 

In well established wide angle glaucoma, 
the increased pressure, characteristic field de- 
fects and disk changes make the diagnosis 
easy. In the early stages, however, some pro- 
vocative tests may be useful to clinch the diag- 
nosis. The water test is a simple, yet reliable 
one. Here the intraocular tension is taken 
early in the morning after abstaining from 
food or drink for eight hours. The suspect 
then drinks a quart of water and the pressure 
is recorded at 15 minute intervals. A rise of 
10 mm. of mercury is considered positive. If 
there is still a possibility of glaucoma, the pa- 
tient should be referred for special study and 
treatment. 


Treatment of this type of glaucoma is 
preferably medical. Pilocarpine, eserine and 
acetozolamide (Diamox) are standbys. If the 
visual fields continue to lessen, surgery must 
be used. It is in these cases where the general 
practitioner can do most good and where the 
optometrist does the most harm. Since the 
preliminary program of this meeting went out, 
four physicians from different parts of the 
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state, communicated with me, urging that 
these facts be brought to your attention. 

In the Lions-International Magazine for 
October 1958, page 4, under “Letters”, is a 
letter captioned, “Optometrist Speaks”. This 
letter comments on “How to Conduct a 
Glaucoma Clinic”, referring to a club project 
in Winter Haven, Fla. The writer, an op- 
tometrist in Lincoln, Nebraska, states that 
from the report of this club project, “It would 
be easy for laymen to come to the conclusion 
that the ophthalmologists are the only persons 
who can recognize glaucoma.” It is certainly 
true that ophthalmologists are the only people 
who can properly run a glaucoma clinic. The 
letter in a lay magazine by an optometrist is 
purely propaganda. However well meaning 
they may be, their training in glaucoma is 
little more, indeed if as much as that received 
by a nurse technician in an eye clinic. Most of 
the optometrists are conscientious good people 
and serve a useful function in society, when 
they confine their activities to their training, 
i. e. measuring vision and dispensing glasses. 

Medical Economics,’ states that, “Many 
ophthalmologists agree that routine eye re- 
fraction can be competently handled by the 
optometrists. But the medical men see a pos- 
sible danger to public health in the growing 
tendency of some optometrists to imply that 
only they should do refractions—and that they 
can be counted on to detect pathological con- 
ditions of the eye.” “These implications seem 
to have been made fairly explicit in a 1954 
resolution adopted by the American Op-- 
tometric Association. Said the A. O. A.: “The 
field of visual care is the field of optometry.” 
And it recommended that “encroachments” 
into this “exclusive field” be prevented by 
law.” 

Some are not content with measuring vision 
and fitting glasses; they have gotten laws 
passed enabling them to fit and sell contact 
lenses. Not content with this, they have gotten 
laws passed enabling them to treat crosseyes 
with a mechanical device. Orthoptics has its 
rightful niche in muscle imbalances, but the 
child can put the bird in the cage every day 
until the bird lays an egg, and the chiki will 
still be crosseyed until his muscles are sur- 
gically corrected. Some optometrists in South 
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Carolina are not content with this, they are 
present at every session of Legislature, seeking 
to have their diagnoses, their opinions, and 
court, given the 
credence as that of the trained ophthalmolo- 
gists. The general public does not know the 
difference between optometrists and ophthal- 
mologists. They need to be told the difference, 
to be educated in this matter, and you are the 
men to do it. The little dabble of training they 
get in glaucoma and other eye diseases, is a 


their testimony in same 


glowing illustration of the aphorism that a 
little learning can be a dangerous thing. 

Every day ophthalmologists have patients 
come to them just before total blindness who 
have over the years been given glasses re- 
peatedly by optometrists. Those same patients 
might have been saved from blindness if they 
had been adequately treated, I am informed 
that the University of South Carolina, in the 
Extension Division, is helping the optometrists 
put on a seminar again this year. You should 
talk to your legislators. 

You, the General Men, have the people's 
confidence more than anyone else. Your pa- 
tients depend on you for guidance in all mat- 
ters of health. You can do more than any other 
group to educate the laity in combatting this 
greatest cause of blindness—glaucoma. 


Another point, which is of no small moment 
to you as General Men, using drugs for their 
antispasmodic effects in gastrointestinal and 
(stomach ulcer, 
Parkinson’s, etc. ), is to bear in mind that these 
drugs generally have important mydriatic and 


other systemic conditions 


cycloplegic effects on the eye and may pre- 


cipitate glaucoma. 

Dr. M. Choltz, et al,? report no such ill 
effects when using dicyclomine hydrochloride 
(Bentyl) in 53 patients with normal eyes and 
17 with glaucoma. The article reports a very 
valuable adjunct to our armamentorium. The 
drug is supplied by the Wm. S. Merrell Co. 

To take the tension, have the patient lie 
down or lean his head far back. Put two drops 
of Ophthaine (Squibb), or some other anal- 
gesic, in each eye. I prefer Ophthaine because 
at once the cornea is sufficiently anesthetized 
for taking the tension. A second virtue is that 
the effect of Ophthaine passes off almost im- 
mediately. Any standard instrument is all 
right. The 
expensive and trouble-free. 


Schioetz is comparatively in- 
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SHOULDER -HAND SYNDROME 


TREATMENT WITH STELLATE GANGLION BLOCK 


W. HaMELBERG, M. D., ann J. Jacosy, M. D. 


ain is probably the most difficult problem 
Pp that the practitioner of medicine has to 
handle. The problem is compounded 
when the cause of the pain is obscure or may 
have occurred several weeks or months before. 
Such is the case with shoulder-hand syndrome. 

Shoulder-hand syndrome is characterized 
principally by pain, swelling, trophic skin 
changes, and limitation of motion in all joints 
of the upper extremities, except the elbow. 
The syndrome is considered to be a result of 
dysfunction of the sympathetic nervous system 
and comes under the general classification of 
reflex sympathetic dystrophy. There have been 
many other terms used to describe this syn- 
drome, such as causalgia, sympathetic vaso- 
motor disturbance, malingering, and visceral 
motor phenomenon of the hand. Phantom limb 
also is considered to be a reflex sympathetic 
dystrophy. 

The syndrome, reflex sympathetic dystrophy, 
discussed fully by Leriche in his book,' was 
probably first described in the Civil War. Weir 
Mitchell? at this time described the typical 
picture of causalgia occurring in the injured 
soldiers. Since then, the syndrome has been 
closely correlated with myocardial ischemia, 
disease of the chest, and lesions of spinal cord 
and ganglion.>: 4 

In an effort to classify the various etiological 
factors involved in reflex sympathetic dys- 
trophy, Steinbrocker® advised the classifica- 
tion seen in the next column. 

The Clinical Picture 

The clinical picture of shoulder-hand syn- 
drome is one in which the patient presents 
himself with a history of pain in the upper 
extremity which is of such a degree as to limit 
use of the extremity. The physician may be 
able to directly correlate a history of trauma 
or suppuration with the onset of symptoms; 
however, this correlation in some cases may 
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A. Idiopathic. 
B. Peripheral lesions: 
1. Trauma and suppuration of the ex- 
tremity. 
2. Vascular disease, 
3. Intraforaminal osteoarthritis of the 
cervical spine. 
4. Cardiac disease. 
5. Other thoracic diseases. 
6. Nodular panniculitis. 
C. Lesions of the cord and ganglion: 
1. Herpes zoster. 
2. Diffuse vasculitis. 
D. Higher lesions: 
1. Cerebral lesions. 


not be obvious. In all probability, the original 
trauma is well-healed and is of no concern to 
the patient. In those cases in which the etio- 
logical factor may be systemic disease, it may 
be exceedingly difficult to show the correla- 
tion. The pain is typically described as dull, 
aching and burning in nature, and is particu- 
larly bothersome at night, interfering with 
sleep. In severe cases of shoulder-hand syn- 
drome, merely stroking the extremity produces 
severe, unbearable pain. Often the weight of 
bed sheets cannot be tolerated. 

On physical examination, early in the dis- 
ease, there is a reddish glassy appearance to 
the skin, the fingers and hand are swollen and 
stiff; and there is pain on motion of the fingers 
as well as the shoulder. The hand at first may 
be dry and warm, only later to become cold, 
dusky, and clammy. As the disease progresses, 
there may be a short period of remission, but 
this is shortly followed by an exacerbation, and 
the disease progresses until it makes the ex- 
tremity useless. 


An Explanation of the Clinical Picture 
In carefully analyzing the syndrome there is 
not a satisfactory answer to the clinical picture. 
The presently accepted explanation is related 
to a malfunction of the internuncial neurons of 
the spinal cord. 7 It is stated as follows: 
“Prolonged bombardment of pain impulses 
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sets up a vicious circle of reflexes spreading 
up, down, and across the cord. Because of 
summation and facilitation of the nervous sys- 
tem, this activity is kept going. This bombard- 
ment affects the sympathetic cells in the lateral 
horn of the spinal cord, which produces vaso- 
motor disturbances in the extremity with re- 
sultant edema and swelling. Involvement of 
the anterior horn cells and the thalamus pro- 
duces the spasm of the muscles and pain.” 

The warm, dry, swollen hand and fingers 
are explained on the basis of capillary hyper- 
tension.®: ° Normally, it is expected with a 
warm, dry hand to have a decrease in peri- 
pheral resistance and a low pulse pressure; 
however, there is actually just the reverse— 
an increase in peripheral resistance and an in- 
crease in pulse pressure occurs. This dis- 
crepancy is apparently abolished with sym- 
pathetic blockage. 

The head, neck, upper extremity and chest 
are closely related in their sympathetic nerve 
supply. The head, neck and upper extremity 
receive their sympathetic innervation from the 
first thoracic and inferior cervical ganglion 
which are often combined to form the stellate 
ganglion. The chest receives its sympathetic 
supply from the ganglion of the upper thoracic 
region, and this close relationship probably 
accounts for the occurrence of shoulder-hand 
syndrome in patients with cardiac and pul- 
monary disease. 

Undoubtedly, there are psychic factors 
which also enter into the explanation of the 
clinical picture. This is particularly true in 
those cases in which industrial compensation 
and insurance benefits are involved. In times 
of war, the subconscious desire to avoid fur- 
ther exposure to battle may be a factor in 
exaggerating the severity of the disease. 

In those patients with phantom limb syn- 
drome, there has been a failure of the cerebral 
cortex to adjust to the new body shape so that 
the scar tissue and neuroma that form follow- 
ing amputation are interpreted by the patient 
as producing pain in the removed limb. 

Treatment 

The value of interrupting the sympathetic 
activity to the involved area of the body has 
been well proven?: &-'' to be the treatment of 
choice in patients with reflex sympathetic 


dystrophy. This interruption may be accom- 
plished either chemically by use of local anes- 
thetic drugs or surgically. Certainly to confirm 
the diagnosis of reflex sympathetic dystrophy, 
the sympathetic nervous system should be 
blocked, using a local anesthetic agent. Before 
surgery is finally decided upon, the patient 
should be given the benefit of repeated blocks. 
Quite often, repeated blocks of the sym- 
pathetic nervous system in this disease will re- 
sult in a cure. 


As an adjunct to blocking the sympathetic 
nervous system, the patient should also re- 
ceive adequate physical therapy and anal- 
gesics, as indicated. It is particularly important 
the physical therapy follow the block im- 
mediately since the patient is then free of pain. 


Analysis of Results 
The series to be reported includes 115 cases, 
on which 285 stellate blocks were performed. 
Following the classification of Steinbrocker, 
the total number of cases along with the total 


number of blocks in each category is shown 
in Table I. 


Table I 
Analysis of Results 
Patients Blocks 
Steinbrocker Classification: 
A. Idiopathic 39 
B. Peripheral lesions: 
. Trauma and suppuration 40 
. Vascular disease } 
. Intraforaminal osteoarthritis 
of cervical spine 
. Cardiac disease 
Other thoracic diseases 
. Nodular panniculitis 
esions of cord and ganglion: 
Herpes zoster 
Diffuse vasculitis 
3. Cord injury 
D. Higher lesions: 
1. Cerebral lesions 


TOTAL 115 285 
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Table II divides the results of the blocks 
into four groups. Although good to fair re- 
sults were obtained in a large majority of pa- 
tients, in actual practice, however, the most 
permanent results were obtained in those pa- 
tients suffering from shoulder-hand syndrome 
as a result of trauma and suppuration. The pa- 
tients listed in the other groups, however, ob- 
tained satisfactory relief and were very ap- 
preciative. However, because of their basic 
chronic disease, their symptoms usually re- 
turned after a varying length of time. 
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Table II 


Question- No 
able _ Relief Total 
7 2 39 


Good Fair 
Idiopathic 25 5 
Trauma & 

suppuration 
Vascular disease 
Cardiac disease 
Other thoracic 

disease 
Herpes zoster 
Cord injury 


_ 
Oreo SMT 


3 40 
1 6 
1] 


15 
1 
3 

Complications 

The complications following stellate gang- 
lion block are related to either the drug or the 
technique of the block. Those complications 
resulting from the drug are those expected 
with the use of local anesthetic agents; namely 
drug sensitivity, overdose of drug, and intra- 
vascular injection. Drug sensitivity is rare, and 
overdose of drug should not occur since the 
amount needed is minimal in relation to toxic 
dose. However, intravascular injection is very 
likely to occur since the point of the needle can 
pierce the vertebral artery or with a mal- 
positioned needle the point may lie within 
either the jugular or common carotid vessels. 
Great precaution, therefore, should be exer- 
cised. 

Since the technique of the block requires 
that the point of the needle be in close prox- 
imity to the subarachnoid space and pleura, 
constant attention to detail is necessary. By 
aspirating before injection, it is often possible 
to determine if the needle has entered the sub- 
arachnoid space. However, occasionally the 


point of the needle lies within the sub- 
arachnoid space, and no fluid can be aspirated. 
Should the needle be in the subarachnoid 
space and the anesthetic solution injected, a 
total spinal will result. To avoid pneumothorax, 
the authors use a syringe attached to the 
needle at all times. This prevents air from 
entering through the needle from the outside 
but does not prevent the cutting action of the 
needle in the lung, which is probably re- 
sponsible for most pneumothoraces. 

To treat the above complications should 
they occur, the following equipment should be 
present: 


1. A means of giving oxygen under pres- 
sure. 

2. Intravenous setup with the various 
stimulants and sedatives, 

3. Endotracheal equipment. 

4. Suction. 

In addition to these, the patient should be 
without food or drink several hours before the 
block and should be premedicated with a 
short-acting barbiturate. 


Summary 

1. The clinical picture of shoulder-hand 
syndrome is presented with a classification of 
the etiological factors along with a possible 
explanation of the syndrome. 

2. Results of treatment of shoulder-hand 
syndrome with stellate ganglion block in 115 
patients are presented. 
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ANESTHESIA FOR THE TRAUMATIC 
SURGICAL PATIENT 


C. R. STEPHEN, M. D.* 
Durham, N. C. 


raumatic accidents are becoming so 
I commonplace that every physician must 
possess knowledge concerning definitive 
therapy of injuries. In many instances he may 
be called upon to prepare the patient for 
operation or to recommend and administer 
some type of anesthesia to facilitate surgery. 
The emergency nature of such procedures 
sometimes creates hazardous problems. 
Preparation 

Perhaps the greatest error which is made 
with the injured patient is to rush him head- 
long and precipitately to the operating room. 
While cursory examination may show the 
need for definitive surgery, the urge for speed 
and immediate action should not supercede 
the more rational approach of calm, complete 
but rapid appraisal. With few exceptions 
greater benefits accrue to the patient by pre- 
paring him adequately for surgery. 

When the patient is seen first in the emer- 
gency room, attention is directed primarily to 
the possible need for resuscitation, for support 
to the flagging vital functions of respiration 
and circulation. In any serious injury the pa- 
tient will benefit from the administration of 
oxygen. Every emergency room should be 
equipped with a means to administer oxygen 
under positive pressure. All that one needs is 
a tank of oxygen, a reducing valve and a 
reservoir bag attached to a face mask. By 
squeezing the bag intermittently, the respira- 
tion of the patient can be supported with 
oxygen. 

If spontaneous respirations stop, artificial 
respiration of some type must be instituted 
within three minutes or permanent cerebral 
damage will result. Adequate artificial respira- 
tion cannot be maintained with any of the 
external methods of application, i. e., pressure 
on chest, Schafer method, Silvester method, 


*Division of Anesthesia, Duke University Medical 
Center, Durham, N. C 


and so on, Satisfactory exchange of oxygen 
and carbon dioxide is possible by applying 
positive pressure intermittently through the 
mouth and hence into the lungs. In the ab- 
sence of a means of giving positive pressure 
oxygen, mouth to mouth respiration is satis- 
factory, or a simple instrument such as the 
Kreiselman hand bellows resuscitator® is of 
value. Before beginning such artificial respira- 
tion, one must ensure that the upper air pass- 
ages of the patient are not obstructed. If the 
injury involves the head and neck with en- 
croachment on the airway, tracheostomy under 
local anesthesia should be performed before 
movement of the patient. If the thoracic cage 
is involved, tracheostomy will reduce the dead 
space, permit easier aspiration of the tracheo- 
bronchial tree, and allow respiratory exchange 
with minimal effort. If in doubt regarding the 
patency of the upper airway, a tracheostomy 
is probably indicated. 

Circulatory insufficiency is usually mani- 
fested by the syndrome of shock. Therapy 
directed towards increasing the circulating 
blood volume should be instituted hand in 
hand with respiratory resuscitation and before 
definitive surgery is attempted. If cannulation 
of veins is difficult, a cutdown should not be 
delayed. In the injured patient hemorrhage is 
the most frequent cause of shock. The hemor- 
rhage may be external or obvious, or may be 
internal, involving the thoracic or abdominal 
cavities or confined to the tissues of an ex- 
tremity. In hemorrhagic shock whole blood is 
the best therapy. If not available, blood sub- 
stitutes such as dextran or gelatin may be ad- 
ministered until such time as whole blood be- 
comes available. Crystalline solutions such as 
saline or dextrose in water are of little value 
in restoring the blood volume of the patient. 
The employment of dilute vasopressor solu- 
tions, such as levarteronol or neosynephrine, 
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should be employed in hemorrhagic shock 
only in acute emergencies and as a stop-gap 
measure to maintain arterial tension until 
such time as blood or blood substitutes are 
available. Their administration to raise the 
blood pressure is not remedial and may serve 
to give one a false sense of security. In very 
occasional instances, when the shock is purely 
neurogenic in origin, due perhaps to severe 
pain, infusion of vasopressor drugs may be 
indicated. 

The question always arises as to when shock 
has been treated adequately to permit sur- 
gery. This decision will vary in individual 
patients, but in an arbitrary manner one can 
say that a degree of safety is present when the 
pulse rate is reduced to 100 per minute or less 
and the blood pressure is 90 mm. systolic or 
more. Of importance is the establishment of 
a favorable trend in these two indices. 

While resuscitation is in progress, attempts 
should be made to determine the extent and 
number of injuries sustained. Although a 
compound fracture of the femur is obvious, 
it is important to rule out more obscure in- 
juries such as involvement of the spinal cord 
or intra-abdominal lesions. A complete but 
rapid physical examination should be supple- 
mented by utilization of x-ray facilities. The 
delay involved in such procedures may be 
life-saving to the patient. 

Any details of history that can be obtained 
from the patient, relatives or witnesses of the 
accident are of importance in therapy. For 
example, it is of value to know if the patient 
is normally hypertensive or is a severe diabetic. 
Information regarding the circumstances sur- 
rounding the injury is often an aid in diag- 
nosis. Of special importance, particularly if 
general anesthesia is contemplated, is knowl- 
edge concerning the recent ingestion of food 
or liquid by the patient. Regurgitation and 
aspiration of stomach contents during or after 
operation is frequently a fatal complication. 
This complication can be prevented if ap- 
propriate prophylactic action is taken. If the 
patient has eaten within two hours prior to 
the injury, or since the injury, he should be 
treated as if he has a full stomach. Under such 
circumstances the stomach may be emptied by 
utilization of a large stomach tube. If the ex- 
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tent of injury prevents this method of attack, 
one should consider performing the surgery 
under local or regional anesthesia. If such an 
approach is not feasible, the airway of the pa- 
tient should be rendered immune to aspiration 
by the insertion of an intratracheal tube under 
topical analgesia prior to the induction of gen- 
eral anesthesia. The employment of thiopental- 
sodium (Pentothal) and a muscle relaxant to 
insert the endotracheal tube is dangerous. One 
or both of these drugs may cause relaxation 
of the cardiac sphincter and the silent re- 
gurgitation of large amounts of gastric con- 
tents. The result has been fatal in the past. 
Administration of Anesthesia 

The patient who is in shock, or who has just 
been resuscitated, requires much less anes- 
thetic drug of any type than the normal pa- 
tient. It has been said that the shocked patient 
is already half-anesthetized. Premedication 
prior to surgery should be minimal, or none at 
all. The administration of an anticholinergic 
drug such as atropine may be helpful prior to 
general anesthesia providing the pulse rate is 
not too rapid. Whatever premedication is 
ordered should be given slowly intravenously. 
Due to the sluggish circulation, subcutaneous 
or intramuscular administration may result in 
delayed and inadequate absorption. Prior to 
beginning major surgery it is wise to have 
two veins cannulated with large needles for 
the administration of blood and fluids, A cut- 
down should be done if necessary. Regardless 
of the technique of anesthesia employed, 
oxygen should be administered to the patient 
during the operation. Moreover, even though 
their use is not contemplated, means for per- 
forming endotracheal intubation and aspira- 
tion of the tracheobronchial tree should be 
readily at hand. 

As a general preference, the accidentally 
injured patient should have pain relief pro- 
vided by local or regional analgesia. When 
properly applied, these techniques have proven 
to be the safest. Xylocaine is the preferred 
drug to utilize with these techniques. The 
total dose in the adult should not exceed 500 
mg. For injuries of the upper extremity the 
brachial plexus nerve block or a combination 
of median, ulnar and radial nerve blocks are 
not difficult to master. For lesions of the 
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trunk intercostal nerve blocks are easy to 
perform and give good pain relief. Abdominal 
field block may prove very useful as a sub- 
stitute for or supplement to intercostal block. 
In the lower extremity a sciatic-femoral nerve 
block is useful and does not disturb circulatory 
dynamics. With any local or regional pro- 
cedure analgesia is enhanced by allowing the 
patient to breathe a mixture of 50 per cent 
nitrous oxide and 50 per cent oxygen. Usually 
this mixture does not produce unconsciousness. 

Spinal analgesia should be used cautiously 
if at all for the patient in potential shock. 
Paralysis of the sympathetic nervous system 
will occur over the area of analgesia and may 
so alter the existing circulatory compensation 
(peripheral vasoconstriction) that profound 
and dangerous decompensation and _hypo- 
tension may result, If the patient is in severe 
pain and it is believed that the shock-like 
syndrome is neurogenic secondary to the pain, 
spinal analgesia producing relief of the pain 
may be indicated. However, this latter state 
of affairs occurs rarely. 

If general anesthesia is unavoidable, the 
drug or combination of drugs and technique 
with which the administrator is most familiar 
should be chosen. In most patients only low 
concentrations of drugs will be required. In- 
halation compounds are preferable because of 
the relative ease with which too deep a plane 
of anesthesia can be reversed. A technique 
should be employed which will permit ade- 
quate oxygenation of the patient at all times. 
Better control of the airway and hence of 
oxygenation is always possible with an intra- 
tracheal tube in place. 

Cyclopropane fulfills most of the requisites 
for a safe inhalation general anesthetic. Light 


ethyl ether anesthesia is safe and preferable 
when it is the drug most familiar to the ad- 
ministrator. Muscle relaxant drugs may be 
indicated to produce muscular relaxation, but 
they should be used only when the anesthetist 
is prepared and able to assist or control the 
respiratory exchange of the patient. The ultra- 
short-acting barbiturates such as thiopental 
should be employed with great discretion and 
only in small amounts. They can precipitate 
cardiovascular collapse easily and quickly 
when shock or potential shock is present. 

During anesthesia and surgery ancillary 
therapy to avoid shock should be maintained. 
Blood loss is best measured by weighing 
sponges so replacement can be accurate. Vaso- 
pressor drugs should be administered only to 
tide over an emergency. Although intravenous 
cortisone compounds probably are not harm- 
ful when administered over short periods of 
time, there is no indication at present that they 
exert any beneficial effect in the injured pa- 
tient undergoing surgery. 

Summary 

The acutely injured patient should undergo 
a phase of preparation prior to institution of 
anesthesia and surgery. Attempts are made to 
resuscitate the respiratory and cardiovascular 
systems so as to improve respiratory exchange 
and correct shock. The full extent of injuries 
is determined before remedial surgery is be- 
gun. A positive effort is made to find out 
whether the patient has eaten recently. If pos- 
sible pain relief is obtained by employing local 
or regional analgesia. If general anesthesia is 
necessary, inhalation drugs with which the 
anesthetist is familiar are preferable, utilizing 
concentrations lower than those employed 
normally. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


Effects of Emotion on the ECG 
Dae Groom, M. D. 


Department of Medicine 


Case Record—A feeling of “inability to get a deep 
breath” was the chief complaint of a 43 year old 
housewife. This symptom was associated with transient 
sensations of numbness of the hands and feet, palpita- 
tion, and obvious anxiety. With the onset of the meno- 
pause, these and other functional symptoms which had 
troubled her for years were intensified and she had 
become unduly irritable, emotionally unstable, and 
depressed. 

Evaluation of her cardiac status revealed no ab- 
normalities other than those illustrated in her electro- 
cardiogram. Laboratory investigations of her thyroid 
and carbohydrate metabolism and of her renal function 
were negative. The patient had a moderate elevation 
of systolic blood pressure which readily declined to 
normal levels with rest. She was treated with mild 
sedation and psychiatric care. 
Electrocardiogram—The basic rhythm is a regular 
sinus one at a rate of 106 per minute. Numerous pre- 
mature beats which appear to arise from a single 
ventricular focus are evident in the wide and various- 
ly slurred or notched QRS complexes recorded in 
several of the leads. The P-R interval is normal 
(0.16 sec.) as are the normally conducted QRS com- 
plexes which reveal a vertical electrical axis, de- 
polarization being directed toward the left leg where 
the deflections are upright, and away from the left 
arm where they are negative. The T waves (aside 
from those of the ectopic beats which are character- 
istically prominent and of opposite polarity to the 
QRS) are diphasic or inverted in the precordial leads 
as far to the left as V.. In lead II the Q-T interval is 
well demarcated and measures 0.36 sec. This is in 
excess of the normal range for a heart rate of 106 in 
women, for which 0.32 sec. is an average value. 
Discussion—Four features of this electrocardiogram 
are particularly relevant: the sinus tachycardia (rate 
more than 100), the ectopic arrhythmia, T wave ab- 
normalities, and prolongation of the Q-T interval. 
Whether they are all due to the patient’s emotional 
disorder is perhaps open to question, but each of 
them is often seen in association with anxiety states. 
Their combination here might be considered as even 
stronger evidence of that diagnosis. 

Sinus tachycardia is of course common in anxious 
individuals. Likewise, isolated ectopic beats, supra- 
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ventricular or ventricular, occur perhaps almost uni- 
versally at some time in normal hearts, and their asso- 
ciation with nervous tension is well known to clini- 
Probably both contribute to “palpitation”; 
hence, they themselves are conducive to precordial 


cians. 


consciousness and further anxiety, as they were in 
this case. 

Less understood are the pronounced changes in T 
waves which can result from emotional stress. In the 
precordial leads particularly, flattened, diphasic or 
actually inverted T waves may occur in susceptible 
patients as a physiologic alteration of repolarization. 
Generally such T waves are not sharply or deeply in- 
verted, the abnormalities are often transitory, and the 
fact that they are unaccompanied by any QRS 
changes indicative of infarction provides a further 
clue as to their benign nature. Actually they are non- 
specific; reporting them as such and following them 
up with a repeat tracing for clarification if necessary 
may avoid mistaken diagnoses of coronary disease or 
“myocardial damage.” Sympathetic over-stimulation 
has been suggested by some as the cause of the re- 
polarization change, though the mechanism is still 
obscure. 

The hyperventilation syndrome is a clinical diag- 
nosis and a classical sign of anxiety. Sustained over- 
breathing produces a pulmonary alkalosis, a reduction 
in the ionized fraction of the blood calcium, and re- 
sultant increase in neuromuscular irritability. Signs of 
hypocalcemia such as tetany may result though the 
total blood calcium level remains normal. In the 
electrocardiogram a deficiency of calcium ion is 
thought to prolong the Q-T interval by lengthening 
the S-T segment. The possible role of the alkalosis it- 
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self, or of concomitant disturbances of autonomic 
innervation or humoral influences in causing these 
electrical changes is still uncertain. 

Functional abnormalities have .received remarkably 
little investigation, and no aspect of electrocardio- 
graphy is more controversial. Too often they have 
been misconstrued as evidence of organic heart dis- 


Imperforate Anus. Report of 130 Cases. R. Randolph 
Bradham (Charleston) Surgery 44:578, Sept. 1958. 

Imperforate Anus includes various obstructive mal- 
formations of the terminal bowel. The embryological 
basis for these developmental anomalies is described 
and a useful clinical classification is given. Eighty- 
three patients (64%) in this series had an associated 
fistula and sixty-two (48%) had at least one other 
congenital anomaly. The symptoms and physical find- 
ings are discussed. Special emphasis is placed on diag- 
nosis by roentgenography. A definite operative plan 
must be based on knowledge of the distance of the 
blind end of the rectum from the anal skin, associated 
anomalies, and presence of fistulas. The perineal ap- 
proach should be used in cases where the blind end 
of the rectum is within 1.5 cm. of the anal skin and 
the abdomino-perineal approach for those above that 
level. There are specific indications for transverse 
colostomy. Results of treatment are presented. 


Congenital Hypoplasia of the Gall Bladder. Stanley 
C. Baker (Greenwood) Am. Surgeon 24:537-538, 
July 1958. 

1. Congenital absence or hypoplasia of the gall- 
bladder is a rare anomaly. There have been only 76 
cases reported up to 1954. 

2. Approximately one-half of the reported cases 
were found as incidental autopsy findings. The remain- 
ing clinical patients presented with symptoms refer- 
able to the gall bladder or extrahepatic biliary ducts. 

3. The most common presenting complaint in the 
clinical reports was obstructive jaundice due to 
choledocholithiasis. 

4. Two cases were presented: one was found as an 
incidental autopsy finding; the other was of a patient 
who presented with symptoms of chronic cholecystitis. 
X-rays showed nonvisualization of the gall bladder. A 
laparatomy was performed and a hypoplastic gall 
bladder removed. The common duct was dilated but 
contained no stones. A one-year follow-up revealed re- 
current episodes of her preoperative symptom com- 
plex. 


ease because they have been viewed as isolated find- 
ings, apart from the overall clinical picture. Until 
more is learned of the nature and mechanisms in- 
volved they should be interpreted with caution and 
awareness that “over-reading” a tracing, especially in 
regard to configuration of T waves, may engender 
iatrogenic heart disease. 


The Use of Gastrointestinal Mucous Membrane As 
A Replacement for Skin—An Experimental Study. 
Carter Maguire, M. D., (Charleston), Nicholas 
Georgiade, M. D., Joseph McWhirt, M. D. and Ken- 
neth Pickrell, M. D. Plast. & Reconstruct. Surg. 22:139 
Aug. 1958. 

This paper describes the technique and results of 
an experimental procedure which was studied with the 
hope of finding a suitable substitute for skin. It was 
postulated that when the highly specialized mucous 
membrane of the gastrointestinal tract was _ trans- 
planted to an external environment and used as a 
substitute for skin, that total metaplasia might trans- 
form the glandular epithelium into a stratified squa- 
mous epithelium with eventual cornification. 

The studies were carried out in the Plastic Surgical 
experimental laboratories at the Duke Medical Center. 
Mongrel dogs and one human volunteer were used. A 
technique for removal of the gastrointestinal mucous 
membrane as a sheet was developed and is described. 
Results revealed that although the mucous membrane 
of the gastrointestinal tract could be transplanted and 
made to grow on the body surface, it remained a 
slick, secreting surface which was unacceptable as a 
substitute for skin. There was no significant meta- 
plasia. Post-grafting contracture of the mucous mem- 
brane grafts was marked as would be expected. 


The Effects of Smoking on the Respiratory System 
in Normal Individuals. Kelly T. McKee, M. D., 
Charleston. South. M. J. 51:1110 Sept. 1958. 

A brief review of some of the observations on the 
local effects of the inhalation of tobacco smoke upon 
the respiratory system of normal individuals has been 
presented, along with a report of observations on the 
effects of tobacco smoking upon ventilation in a large 
group of normal individuals. While it appears un- 
questioned that smoking produces irritation of the 
larynx and adjacent areas, these studies do not demon- 
strate that ventilation is impaired in young healthy 
smokers. 
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PRESIDENT’S PAGE 


A physician may not reveal the confidences entrusted to him in the course of medical 
attendance or the deficiencies he may observe in the character of patients, unless he is required 
to do so by law or unless it becomes necessary in order to protect the welfare of the individ- 
ual or of the community. 


Confidential acts or problems of the patient entrusted to his physician during the course 
of his illness should never be revealed to anyone. Exceptions to this rule should be treated 
with delicacy and patience. These confidential acts and problems may have to be revealed 
on occasion, as required by the laws of the state or when it is necessary to protect a healthy 
person against a communicable disease. 


To minimize or exaggerate the condition of a patient is a grave error on the part of his 
physician. The patient, his family or his responsible friends should always be given a true 
picture of his condition as observed by his doctor. 


Records of the patient’s present or former illnesses in the possession of his doctor should 
be promptly transmitted to any succeeding physician on the case when requested to do so by 
the patient. This may be done by telephone, in writing, or by personal inspection of his pa- 
tient’s records in the possession of his former physician. Prompt and courteous transmission of 
these records may be necessary to effect a cure of the disease at hand. 


These records are notes of the impressions obtained from the patient by his physician and 
are by no means the property of the patient. They are medical, technical, personal and often 
informal, and consequently quite meaningless to the patient. They may be misinterpreted by 
a layman and should only be transmitted to the patient’s attending physician who can then 
explain them to the patient or members of his family. 


This is one of the most important sections in the code of ethics. It should be strictly ob- 
served by all members of the medical profession. 


R. L. Crawford 
President 
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Editorials 


MOUTHINGS MAKE MALPRACTICE 

“No wonder the patient is in this condition. 
Your Doctor didn’t treat him properly. You 
should have brought him to me sooner!” 

On such statements are mal-practice suits 
founded. 

Frequently such a statement is made to 
build an alibi in case the new treatment is not 
successful, but there is no excuse for one doc- 
tor to make such an assertion unless he was 
present at the time the previous doctor made 
the decisions as to the course of treatment and 
was familiar with all the circumstances sur- 
rounding the case. 

Doctors are called upon to make decisions 
on surgical and medical procedure every day. 
There doesn’t breathe a doctor who has not, 
on occasion, made the wrong decision. In so 
doing, he exposed himself to possible law-suit. 
Particularly is this so if some Monday-morn- 
ing-quarterbacking doctor comments that he 
would have proceeded differently, and that 
the first man was wrong. But, the first doctor 
acted in what he thought was the best inter- 
est of the patient, with the decision resting on 
conditions and facts as known at the time. 

It is our duty to render the best medical at- 
tention of which we are capable, but it ill 
behooves us to attempt to promote our own 
importance with criticism of another doctor’s 
actions when we were not there at the time. 

“The Principles of Medical Ethics” of the 
American Medical Association states in Chap- 
ter VI, Sec. 4:— 

“When a physician does succeed another 
physician in charge of a case, he should not 
disparage, by comment or insinuation, the one 
who preceded him. Such comment or insinua- 
tion tends to lower the confidence of the pa- 
tient in the medical profession and so reacts 
against the patient, the profession and the 
critic.” 

Frank C. Owens, M. D. 


BLEEDING AND CLOTTING TIMES 


A skeptical eye has been cast upon the use 
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of routine determination of bleeding and clot- 
ting times preliminary to surgery, especially 
to tonsillectomy. There have been efforts in 
many places to eliminate what appears to be 
an entirely unsatisfactory proceedure from the 
of pre-operative examination, but 
there are enough of the older school of “die- 
hards” who feel that the test is of value and 
should be done as a protection against the 
A 
paper® which appeared recently seems to add 
weight to the evidence against the value of 
these tests. The author feels that as these tests 
are done under ordinary conditions they are 
inaccurate and misleading, and may give false 


routine 


possible appearance of a true bleeder. 


positives which are apt to create difficulties. 
He believes that a proper history and physical 
examination will yield as much and more re- 
liable evidence of bleeding tendencies as will 
the tests. Except in unusual instances in which 
surgery is performed at a very early age, there 
will have been undoubtedly an opportunity for 
a clinical demonstration of a child’s tendency 
to bleed excessively. It appears that the limita- 
tions of the tests are sufficient to warrant the 
abandonment of proceedures which are of no 
value and which create unnecessary expense 
to the patient and no assurance to the surgeon. 
°New England J. Med. 259:1025 





YESTERDAY'S RECOVERIES AND 
TODAY'S CURES 


In the flood of literature which always 
heralds the availability of a new antibacterial 
product, there is usually a flotsam of statistics 
which purport to show the remarkable value 
of whichever product is under promotion. 
They are usually well organized and speak 
well for themselves; sometimes they carry no 
more definite information than that indicated 
by the number of patients with a given dis- 
ease, the number of “successes” and “failures”. 
Often the degree of success or the reason for 
classifying an outcome as successful is not 
specified. It is to be gathered that success 
means that the disorder considered cleared up 
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satisfactorily and fairly promptly, and that 
“failure” means that there was no obvious good 
effect from the administration of the drug. 
Perhaps “success” is a less boastful word than 
is “cure”. Before the day of the current life- 
savers, there were many “successes” without 
benefit of antibiotics. There was sometimes a 
rather remarkable series of successes which 
were due primarily to the normal processes of 
resistance and cure by the body, without bene- 
fit of drugs whose value could be established. 

Plucked from the swirl of advertising papers 
which cross the desk is one which gives figures 
on certain conditions ordinarily not too serious, 
such as otitis media, purulent rhinitis, tonsil- 
litis, bronchitis, cervical adenitis, and gastro- 
enteritis, in which “success” was achieved 
rather consistently with a new drug. Without 
deprecating the value of the drug, one might 
be entitled to wonder how much of the basic 
success was natural, and how much above this 
baseline was attributable to the drug. Perhaps 
it behooves us to be not too puffed up, and to 
give due credit to that still vital healing power 
of nature. 





NEWS 





DR. JOSEPH P. CAIN, JR., NEW TRUSTEE OF 
MEDICAL COLLEGE OF SOUTH CAROLINA 
Dr. Joseph P. Cain, Jr. of Mullins has been ap- 

pointed to the Board of Trustees of the Medical Col- 

lege of South Carolina at Charleston. The appoint- 
ment was made by Governor George Bell Timmerman, 

and Dr. Cain will succeed the late Dr. Frank L. 

Martin. 

A native of Greenville, Dr. Cain received the B. S. 
degree from the University of South Carolina in 1931, 
and his M. D. in 1935 from the Medical College of 
South Carolina. His internship was at St. Francis In- 
firmary, Charleston, and Lynn Hospital, Lynn, Mass. 
His post graduate work has been done at George 
Washington University and the Medical College of 
South Carolina. 

Before coming to Mullins in 1937 to practice 
medicine and surgery he was at the Mission Hos- 
pital in Asheville, N. C. He is a former Chief of 
Staff of the Mullins Hospital and continues a member 
of the staff. He is on the consultation staff of the 
Marion Memorial Hospital, Marion and St. Eugene 
Hospital, Dillon. 

Dr. Cain holds membership in the Marion County 
Medical Society and has served as its president; the 
Pee Dee Medical Association, having served as presi- 
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dent and current editor of its bulletin; the South 
Carolina Medical Association where he has served as 
chairman of Council and is currently on the editorial 
staff of the Journal; the American Medical Associa- 
tion, serving as a member of the committee on in- 
dustrial health; and the Medical College alumni asso- 
ciation, having served as secretary-treasurer, and Post 
Graduate Education Committee. His specialty groups 
include the Southern Surgical Congress and the Amer- 
ican Board of Abdominal Surgery. 

Dr. Cain is a director of the S$. C. Medical Care 
Plan (Blue Shield) and is a surgical consultant for 
the S. C. Division of Vocational Rehabilitation. 

During World War II, Dr. Cain received a Con- 
gressional Citation for work as examining physician 
with the Marion County Local Board No. 1. 

A member of Christ Episcopal Church, he has been 
an outstanding leader in his denomination. 

He has also been a leader in Boy Scout work, and 
has served as chairman of the Mullins district, Ad- 
vancement chairman of the Pee Dee area, and at 
present is vice-chairman of the Mullins—Marion 
district. 

For six years he served as a member of the Mul- 
lins City Council, and at present is the chairman of 
the Board of Health. 


D. R. Blackwell, M. D. has announced the opening 
of his new office for the genera! practice of medicine 
and surgery on East Marion street in Kershaw. 

“Open House” was held at the Clinic Sunday, 
December 21, from 2 to 5 p. m. The public was in- 
vited to attend. 

Dr. Blackwell was graduated from the University 
of South Carolina with a BS degree. He received his 
Doctor of Medicine degree from the Medical College 
of South Carolina and was licensed by the State Board 
of Medical Examiners. He completed his internship 
at the Charlotte Memorial Hospital in Charlotte, 
December 19. 


DR. W. S. SMITH’S OFFICE DEDICATED 

In Walterboro at appropriate services Sunday after- 
noon, the new offices of Warren S, Smith, M. D. were 
dedicated to God and the art of healing. The Rev. 
Lewis R. Sherard and the Rev. W. Fred Hedgepath 
were in charge of the dedicatory service. 

Dr. Smith presented the building by saying “I pre- 
sent unto you this building, to be consecrated to the 
service of the Almighty God in the relief of sick and 
the suffering. A prayer of consecration and the bene- 
diction completed the service. 

All of the dedication service was held on the front 
steps and following this an open house was held until 
5 p. m. 

Dr. Smith practices general surgery, and has 
specialized in this field. 

NUTRITION CONFERENCE 
A Nutrition Conference is scheduled for March 17, 
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Wade Hampton Hotel, Columbia. This Conference 
bids to be one of the most outstanding sponsored by 
the State Nutrition Committee and brings into South 
Carolina as speakers: 
Dr. Charles Glen King, 
Foundation, New York City 
Dr. Neige Todhunter, Dean, Home Economics, 
University of Alabama 
Dr. R. R. Williams (discoverer of Vitamin B:), 
Summit, New Jersey 
Dr. James Hundley, Nutritionist, National Institute 
of Health 
The meeting will begin in the morning of March 


Director, Nutrition 


17 with a business session of the State Nutrition Com- 
mittee from 10:30 to 12:30. The afternoon session 
will be devoted to such topics as “Nutrition Up-to- 
Date” and “Nutrition Programs in Action” by the 
above listed speakers. At the 7 p. m. Banquet, Dr. 
R. R. Williams will be honored for his contribution 
to the scientific world in making available for human 
welfare Thiamine or Vitamin B: and for his support 
and work in the Enriched Cereals Program in South 
Carolina. 


MEDICAL BOARD NAMES DOCTORS 
PASSING EXAMS 

The South Carolina Board of Medical Examiners 
announced Wednesday that seven persons passed 
exams given by the board in December. 

They are: 

Drs. George F. Cox, Jr. of Pamplico; Thomas G. 
Durham of Landrum; Marion Edmonds of Orange- 
burg; Ronald J. Elliott of Columbia; Gloria N. B. 
Green of Columbia; Archibald F. Harrison, III of 
Columbia; and James C. Thrower of Reevesville. 

The. board also announced it had licensed 13 ap- 
plicants by endorsement. 

They are: 

Drs. James F. Adams, Jr. of Columbia; David S. 
Asbill, Jr. of Columbia; Wade R. Bedingfield, Jr. of 
North Augusta; Walter H. Byerly of Hartsville; Claude 
C. Cowan, Jr. of Greenville. 

Also, Robert B. Crichton of Columbia; Edward H. 
Gazlier of Columbia; Alva A. Knight of Laurens; 
Thomas C. Nation of Anderson; Lewis C. Pusch of 
Sumter; Claud L. Stephens, Jr. of Winston-Salem, 
N. C.; Samuel M. Tickle of Pelzer; and Harold M. 
West of Pelzer. 


OCEAN VIEW HOSPITAL IN OPERATION 

One of Coastal South Carolina’s most important 
developments, the Ocean View Memorial Hospital, is 
in full operation. 

The new 50-bed medical center was built exclusive- 
ly through subscriptions and donations without any 
federal aid. The majority of funds for the half-million 
dollar facility came from donations by local citizens 
and other interested boosters from the Carolinas. The 
fund-raising campaign began almost eight years ago. 

Overlooking the Atlantic Ocean in the northern 


section of Myrtle Beach, the Ocean View Memorial 
Hospital is constructed to provide for expansion as 
the area grows. 

In addition to serving the citizens of Myrtle Beach 
and the surrounding coastal area, the modern hospital 
will be available to the thousands of vacationers who 
annually visit this famed seashore resort. 

Administrator of the Ocean View Memorial Hospital 
is Manson Turner, a native of Laurens, who previously 
served as hospital administrator in Marion. His hos- 
pital experience also includes 20 years of service with 
the U. S. Navy. 

Members of the Hospital board of directors are 
President C. C. Pridgen, Treasurer P. G. Winstead, 
Secretary Robert H. Jones, Lee H. Kent, Dr. S. C. 
Lind, Mrs. H. B. Springs, A. P. Gandy, Mrs. Elizabeth 
C. Patterson, and Charles Tilghman. 

Thirteen physicians, surgeons and other specialists 
comprise the Ocean View medical staff. 

Interest in the new Myrtle Beach Hospital is 
evidenced by the fact that applications have come 
from nurses and other prospective employees from all 
sections of the nation. Members of the present stafl 
represent 15 different states and three foreign nations. 

—Navy Times 


DR. R. W. BALL RETIRES FROM 
NATIONAL GUARD 

Dr. Robert W. Ball of Columbia has been pro- 
moted to brigadier general and retired from the S. C. 
National Guard. 

General Ball began his military service in Charles- 
ton in June 1919, when he enlisted in Co. B, 118th 
Infantry. He was discharged as a sergeant in 1922 
and later commissioned a first lieutenant in the Medi- 
cal Corps in 1934. General Ball has served as com- 
manding officer of the 201st Medical Battalion since 
its activation in June, 1947. 

He aitended Porter Military Academy in 1917, the 
University of the South at Sewanee and the College 
of Charleston, where he was graduated in 1927. He 
served his internship at Roper Hospital and at Chil- 
dren’s Hospital in Philadelphia, Pa. 


DR. FLEMING GETS AWARD FOR 
CANCER FIGHT 

Dr. John M. Fleming, director of the Cancer Clinic 
at Spartanburg General Hospital for the past 24 years, 
was elected to receive the 1958 citation and medallian 
presented annually by the American Cancer Society’s 
South Carolina Division to the most outstanding per- 
son in the state in the field of cancer control for 
that year, according to Brig. Gen. William N. Cork, 
Ret., newly elected president of the division. 

The award, the highest honor to be bestowed by 
the division, will be presented at the annual spring 
meeting, generally held early in April, he said. 

A native of Landford Station, Dr. Fleming has for 
24 years been the guiding spirit behind Spartanburg 
County’s fight against cancer, Gen. Cork explained. 
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Known as “Mr. Cancer Fighter,” he became director 
of the Spartanburg General Hospital’s Cancer Clinic 
at its inception in 1934 and has worked untiringly in 
this post. The clinic now serves five counties: Spartan- 
burg, Cherokee, Union, York, and Laurens, and the 
patient load has increased from 30 in 1939 to 450 in 
1958. 

In addition to his outstanding work in diagnosing 
and treating cancer, Gen. Cork said Dr. Fleming has 
devoted a great deal of time and effort to the Ameri- 
can Cancer Society's educational program. 

It was through Dr. Fleming’s influence that the 
Spartanburg County Foundation donated equipment 
for the Radio-active Isotope Laboratory to help in 
the treatment of cancer, the state division president 
said. Spartanburg County can boast a 90 per cent 
follow up program to all diagnosed cancer cases 
within its bounds, largely due to Dr. Fleming. 

Dr. Fleming has written many articles on cancer 
for various papers and medical magazines. A gradu- 
ate of Clemson College and of the Medical College 
of South Carolina, he served internship at Walter 
Reed Hospital in Washington, D. C., and a year of 
residency in obstetrics and gynecology at Columbia 
Hospital for Women, and a year of residency in sur- 
gery at Garfield Memorial Hospital, both in the same 
city. He was a commander in the U. S. Navy from 
1943-1946. 

Dr. Fleming has been a member of the American 
Board of Obstetrics and Gynecology since 1941, is a 
Founding Fellow of the American College of Ob- 
stetrics and Gynecology, originated in 1952. He 
helped form the South Atlantic Association for Ob- 
stetrics and Gynecology in 1938. 

He is a member of the State of South Carolina Ob- 
stetrics and Gynecology Association, a member of the 
South Carolina State Medical Association, Spartan- 
burg County Medical Association, the Southern Medi- 
cal Association and a member of the staff of the 
Spartanburg General Hospital. 

—Greenville, (S.C.) News 


DR. J. A. WHITE RECEIVES HONOR 
IN EASLEY 
Dr. J. A. (Tony) White was recently honored by 
the Easley Exchange Club when he was named 
Easley’s “Citizen of the Year” for 1958. 
“An Easley physician who finds time to combine a 
busy profession with a wholesome family life and 


contribute to his community through church leader- 
ship and civic service has been named Easley’s “Citi- 
zen of the Year” for 1958. 

He is Dr. J. A. (Tony) White. His selection was 
announced this week by the sponsoring Easley Ex- 
change Club. A member of the First Methodist 
Church, he is Lay Leader there and is on the Board 
of Stewards. He is a vice president of the Easley 
Lions Club, Chief of Staff at the Easley Baptist Hos- 
pital and past president of the Pickens County Medi- 
cal Society. Dr. White is also active in the County 
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Boy Scout Program. 

He is married to the former Lillian Anderson of 
Laurens and they have five children.” 

Dr. White will be honored at the Exchange Club’s 
annual banquet in February and his name entered in 


the club’s Book of Golden Deeds. 


On November 10, Pee Dee physicians got to quiz 
the doctor who was called in to help care for President 
Eisenhower in his most recent illness. 

And it was all over a long-distance telephone cir- 
cuit. 

The program, called a “teleposium”, gave area 
medics an opportunity to question Dr. Francis M. 
Forester, who was sitting in his office in Madison, 
Wis. Dr. Forester is chairman of the neurology divi- 
sion of the Wisconsin University School of Medicine. 

First, Dr. Forester gave an address on subarachnoid 
hemorrhage. Simultaneously, . slides were. shown in 
Florence to illustrate the talk. 

Then local doctors got a chance to put their ques- 
tions to the Wisconsin physician. 

The program marked the first such teleposium ever 
conducted for physicians in the South. It’s a new 
method for doctors to do post-graduate work. 

Drs. Walter Mead and W. R. Baroody were local 
moderators for the program, which was given in the 
Florence-Darlington TB Sanatorium. 


The Anderson County Medical Society named Dr. 
William F. Lummus president of the organization at 
a meeting in November. Dr. Lummus succeeds Dr. 
H. J. Hancock. Other officers named for one year 
terms include Dr. J. H. Young, vice president; Dr. 
Robert Thompson, secretary, and Dr. J. W. Jackson 
re-elected treasurer. 

‘OLD ROPER’ TO GO 

Charleston County plans to abandon “Old Roper” 
Hospital. And Old Roper is indeed in the throes of 
antiquation. The modern hospital has out-stripped it, 
and the old structure cries out for demolition. 

But we pause, as would hundreds of physicians all 
over South Carolina, in tribute to its many years of 
service not only to Charleston County but to the entire 
state of South Carolina. Roper Hospital’s role of 
service to the state consisted of its function as the 
teaching hospital for the South Carolina Medical Col- 
lege. 

Practically every graduate of the medical college 
practicing today obtained his first patient experience 
in the long wards of Roper. There he found a vast 
variety of medical and surgical problems flowing from 
the population of what for so long was South Caro- 
lina’s largest city. 

One imagines many a South Carolina physician, 
surgeon and nurse learned of the plan to abandon Old 
Roper with some sentiment. 

This hospital has been known as “Old Roper” since 
the construction some years ago of “New Roper,” a 
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very fine hospital designed largely for paying patients. 

It is understood that Old Roper is to be replaced 
by another large hospital which will carry on the 
functions of the Old Roper—except that of serving 
as a teaching hospital for the Medical College. That 
service is now performed by the new teaching hospital 
of the college itself, owned by the state, and an in- 
stitution destined to become a great clinic for use by 
the entire state. 


—Columbia (S. C.) Record 


( Editorial note ) 

The Record is in error. There is no intention that 
Roper Hospital will cease to furnish teaching material 
to the Medical College, whose hospital is not large 
enough to meet all teaching requirements. 


DR. N. S. RICHARDSON 
NOW IN DARLINGTON 

Dr. Norman S. Richardson, Jr., a native of Darling- 
ton has begun the general practice of medicine in 
association with Dr. John M. Wilson. 

Dr. Richardson was graduated from the Medical 
College of S. C. in 1957 and prior to coming to 
Darlington interned at the Columbia Hospital in Col- 
umbia. 


PEE DEE MEDICAL ASSOCIATION 
Officers For 1959 
. Charlie Kingsbury, Florence 
Dr. George Smith, Florence 
Dr. Jim Greiner, Florence 
Vice Presidents: 


Secretary 
Treasurer 


Dr. J. O. Warren Dillon Co. 
Dr. Waddy Baroody Florence Co. 
Oe, FO ING once ecn ee Marlboro Co. 
BG es TI ee Marion Co. 
Dr. Louis Johnson Chesterfield Co. 
Dr. Charles Aimar Darlington Co. 
Dr. Harold Gilmore, Nichols, Editor, The Bulletin 
Mr. M. L. Meadors, Florence, S. C., Legislative News 
Mrs. T. B. Clark, Jr., Marion, S. C., Publicity Chair- 
man for Woman’s Auxiliary 


ANNUAL MEETING OF THE COLUMBIA 
MEDICAL SOCIETY 


The Annual Meeting for the election of officers was 
held in the State Room of the Hotel Columbia on 
December 8, 1958. Results of the election are as fol- 
lows: Dr. Leland J. Brannon, President; Dr. Benjamin 
O. Stands, Vice-President; Dr. R. F. Haines, Secre- 
tary; Dr. R. G. Latimer, Treasurer; Dr. Buford S. 
Chappell, Editor of The Recorder; Member of Board 
of Censors, Dr. George H. Bunch; Member, Public 
Relations Committee, Weston C. Cook, M. D.; Dele- 
gates to S.C.M.A., Ben N. Miller, M. D., Kirby D. 
Shealy, M. D., Pierre F. LaBorde, M. D., William S. 
Hall, M. D.; Alternate Delegates, John R. Timmons, 
M. D., C. R. Holmes, M. D., W. T. Barron, M. D., 
A. E. Cremer, M. D. 


RESOLUTIONS IN MEMORY 
OF 
HARRY F. WILSON, M. D., M.P.H. 

The date of October 23, 1958, marks the day on 
which Dr. Harry F. Wilson was born into a better 
world and thereby the South Carolina State Board of 
Health sustained the great privation of a faithful and 
loyal director. 

His keen intellect, his broad knowledge, his pene- 
trating insights, and his many talents were used by 
him in furthering the public health movement in 
South Carolina. Except for four years spent in mili- 
tary service, Dr. Wilson had been with the South 
Carolina State Board of Health since 1930. Among 
the many positions which he held during his long 
worthwhile public health career were Director of the 
Horry, Beaufort, Dillon-Marion County Health De- 
partments; Director of the Industrial Health Division; 
and Director of the Division of Laboratories. He was 
outstanding in his profession, giving genuine and con- 
stant devotion to his chosen field of endeavor. 

Dr. Wilson was the possessor of a ready wit and 
a sparkling sense of humor. He was gentle and full of 
compassion, and enjoyed the admiration and respect 
of all those with whom he was associated as personal 
friends or professional colleagues. He stood squarely 
for all that was good, and with integrity served well 
his fellowman. 

We feel deeply the departure of our friend and 
co-worker who has answered the call that has sum- 
moned him into that life “where age shall not weary 
nor the years condemn.” Our sympathies are warm 
and real as we mourn the ending of his earthly 
career. 

THEREFORE BE IT RESOLVED 

that we, the Executive Committee of the South 
Carolina State Board of Health go on record as having 
experienced a great loss in the passing of one of our 
most valuable and highly regarded directors; 
that a copy of these resolutions be placed on a 
page in our minute book, and a copy be sent to the 
gtief-stricken family, in order that they may under- 
stand how sorely he will be missed by his co-workers 
and how sincerely they mourn his going away. 
EXECUTIVE COMMITTEE OF THE 
SOUTH CAROLINA STATE BOARD 
OF HEALTH 
By: G. S. T. Peeples, M. D. 
Secretary and State Health Officer 


The 1959 Easter Seal campaign, February 27 to 
March 29, marks 38 years of continuous service to 
the handicapped by the National Society for Crippled 
Children and adults. You can help further this im- 
portant work by giving to your Easter Seal Society in 
your vicinity before Easter Sunday. 


If a crippling accident or disease strikes your family, 
let Easter Seals help you come back. 
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ANNOUNCEMENTS 





THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 
1430 Tulane Avenue 
Room 103 
New Orleans 12, La. 

The twenty-second annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 2, 3, 4, 5, 1959, headquarters at the Roosevelt 
Hotel. 


GREENVILLE POST-GRADUATE SEMINAR 
Dr. Gordon Howle has completed the program 
arrangements for the annual Greenville Post-Graduate 
Seminar which will be held on April 14, 15 and 16 
of 1959. The speakers which will be heard on this 
program will include 
1. Dr. Edgar Hull, Professor of Medicine at 
L. S. U., New Orleans 
2. Dr. Peter Gazes, Department of Medicine, 
Medical College of South Carolina, Charleston 
3. Dr. Claude Frazier, Asheville, North Carolina 
. Dr. Benjamin Manchester, George Washington 
University, Washington, D. C. 
. Dr. Edward Boyle, Medical College of South 
Carolina, Charleston 
3. Dr. Bob Bowman, Johnson City, Tennessee 
. Dr. J. Lamar Calloway, Duke University, Dur- 
ham, North Carolina 
3. Dr. John Parks, Dean of George Washington 
University, Washington, D. C. 
. Dr. Fred Kredel, Medical College of South 
Carolina, Charleston 
. Dr. R. A. (Daddy) Ross, University of North 
Carolina Medical School, Chapel Hill, North 
Carolina 
. Dr. R. A. Greenblatt, University of Georgia, 
Augusta, Georgia 
2. Dr. Arthur Seigling, Medical College of South 
Carolina, Charleston 
3. Dr. John Cuttino, Medical College of South 
Carolina, Charleston 


EMORY UNIVERSITY SCHOOL OF MEDICINE 
Announces A Postgraduate Course in 
CONGENITAL HEART DISEASE 

March 26, 27, and 28, 1959 
at Grady Memorial Hospital 

FACULTY: 

Dr. S. Gilbert Blount, Jr., Associate Professor of 
Medicine, University of Colorado, Denver, Col- 
orado 

Dr. Richard G. Lester, Assistant Professor of 
Radiology, University of Minnesota, Minneapolis, 
Minnesota 
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Dr. John W. Kirklin, Assistant Professor of Surgery, 
University of Minnesota Graduate School, 
Rochester, Minnesota 

Members of the Faculty of Emory University 
School of Medicine 


FOR FURTHER INFORMATION WRITE: 
Postgraduate Education 
69 Butler Street, S. E. 
Atlanta 3, Georgia 
FEE—$50.00 


AUGUSTA GRADUATE ASSEMBLY 
April 6 and 7, 1959 
Bon Air Hotel 

Sponsored by Richmond County Medical Society, 
Augusta, Georgia. 

Approved Category One for 9 hours credit in co- 
operation with the American Academy of General 
Practice. 


REPORT ON ACTIONS OF THE 
HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
TWELFTH CLINICAL MEETING 
DECEMBER 2-5, 1958 
MINNEAPOLIS 


MINNEAPOLIS, December 5—Health care of the 
aged, the report of the A. M. A. Commission on Medi- 
cal Care Plans, osteopathy, expansion of medical ed- 
ucation facilities, the Association’s administrative 
changes, the report of the Committee to Study 
A. M. A. Objectives and Basic Programs, and 
voluntary health organization fund raising were 
among the wide variety of issues considered by the 
House of Delegates at the American Medical Associa- 
tion’s Twelfth Clinical Meeting held December 2-5 in 
Minneapolis. 

Dr. Lonnie A. Coffin of Farmington, Iowa, was 
named the 1958 General Practitioner of the Year for 
his outstanding contributions to the health and civic 
affairs of his home community. Dr. Coffin, who is the 
first Iowan to receive the annual GP award, accepted 
his gold medal on behalf of “all the men who have 
dedicated their lives to the general practice of medi- 
cine.” 

Speaking at the Tuesday opening session of the 
House, Dr. Gunnar Gundersen of La Crosse, Wis., 
A. M. A. President, called upon the medical profession 
to exert leadership and imagination in meeting the 
problems of these changing times. Urging practical 
actions to solve medico-economic challenges, Dr. 
Gundersen declared that “the time has passed for 
policies based on generalities, platitudes and flag- 
waving.” He also suggested that the Association offer 
support and cooperation to proposals for an Inter- 
national Medical Year. 

Governor Orville L. Freeman of Minnesota, who 
also addressed the opening session, asked for “the 
help of the leaders of the medical profession in work- 
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ing out a program that will most adequately meet the 
needs of our older citizens for health care and services 
of the highest quality.” 

With half a day still to go, total registration Thurs- 
day evening had reached 4,880, including 2,870 phy- 
sicians. 

Health Care of the Aged 


Responding to Dr. Gundersen’s call for action and 
Gov. Freeman’s plea for help in meeting the health 
care needs of the aged, the House of Delegates 
adopted the following proposal submitted by the 
Council on Medical Service and endorsed by the 
Board of Trustees: 

“For persons over 65 years of age with reduced 
incomes and very modest resources, it is necessary 
immediately to develop further the voluntary health 
insurance or prepayment plans in a way that would 
be acceptable both to the recipients and the medical 
profession. The medical profession must continue to 
assert its leadership and responsibility for assuring 
adequate medical care for this group of our citizens. 

“Therefore, the Council on Medical Service recom- 
mends to the House of Delegates the adoption of the 
following proposal: That the American Medical Asso- 
ciation, the constituent and component medical so- 
cieties, as well as physicians everywhere, expedite the 
development of an effective voluntary health insurance 
or prepayment program for the group over 65 with 
modest resources or low family income; that physi- 
cians agree to accept a level of compensation for 
medical services rendered to this group which will 
permit the development of such insurance and pre- 
payment plans at a reduced premium rate.” 

In order to effect the immediate implementation of 
such a program, the House directed that copies of 


the proposal be distributed to medical society ap- 
proved plans, including Blue Shield and private in- 
surance programs, requesting their cooperation. 


Commission on Medical Care Plans 

The long-awaited report of the Commission on 
Medical Care Plans, appointed at the 1954 Clinical 
Meeting in Miami, was discussed for two hours at a 
reference committee hearing, but the House decided 
to defer action until the June, 1959, meeting. In so 
doing, the delegates adopted this statement: 

“We respectfully suggest to the constituent associa- 
tions reviewing the report in the interim, that their 
attitude regarding the report will be clarified if they 
arrive at some decisions in regard to the following 
basic points: 

“1. Free Choice of Physician—Acknowledging the 
importance of free choice of physician, is this concept 
to be considered a fundamental principle, incontro- 
vertible, unalterable, and essential to good medical 
care without qualification? 

“2. Closed Panel Systems—What is or will be 
your attitude regarding physician participation in 
those systems of medical care which restrict free 
choice of physician? 


“These suggestions acknowledge that the policy of 
the American Medical Association to encourage and 
support the highest quality of medical care for all 
patients remains unchanged. They question, however, 
whether attitudes toward the free choice of physician 
and the closed panel system may be undergoing 
evolutionary change.” 

The House recommended that the Board of Trustees 
invite the constituent associations to forward their 
replies to these questions to the Executive Vice Presi- 
dent 60 days in advance of the June, 1959, meeting. 

Osteopathy 

Considerable discussion centered on a resolution 
which would have recognized that constituent medi- 
cal associations have the right to establish the relation- 
ship of the medical profession to the osteopathic pro- 
fession within their respective states. The House de- 
cided, however, that the resolution in question did not 
offer the appropriate solution to the osteopathic prob- 
lem. Instead, the delegates requested the Judicial 
Council to review past pronouncements of the House 
on osteopathy and the status of the laws of the various 
states in this regard. The Council was asked to pre- 
sent its report and recommendations at the June, 1959, 
‘noted with favor that the Amer- 
ican Osteopathic Association has amended its ob- 


‘ 


meeting. The House 


jectives as stated in its constitution by deleting refer- 
ence to the cultism of Andrew J. Still.” 
Medical Education 

The House approved a statement by the Council 
on Medical Education and Hospitals supporting the 
development of additional facilities for basic medical 
education, and it urged the entire profession to give 
that policy strong support in order to correct mis- 
interpretations of the Association’s viewpoint regarding 
the supply of physicians. 

“American medicine,” the statement points out, 
“fully recognizes the needs being brought about by 
the increasing population, social and economic trends, 
and the changing dimensions of medical knowledge 
and its application.” Urging careful analysis of those 
needs, the statement says that existing medical schools 
should consider the possibility of increasing their en- 
rollments and developing new facilities. It also de- 
clares that American medicine has the responsibility 
to encourage the creation of new four-year medical 
schools and two-year basic science programs by in- 
stitutions of higher education which can provide the 
desirable setting. 

A. M. A. Administrative Structure 

A Board of Trustees report on the administrative 
structure of the Association was approved by the 
House, which termed the reorganization of the head- 
quarters staff as a long and important step in the right 
direction. The report informed the House that the 
Chicago staff has been divided into the following 
seven divisions: Business Division, Law Division, 
Communications Division, Field Division, Division of 
Scientific Publications, Division of Socio-Economic 
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Activities and Division of Scientific Activities. The 
latter two are still in the process of development and 
are temporarily under the direction of the Assistant 
Executive Vice President. The Board also reported 
that the Committee on Legislation has been renamed 
the Council on Legislative Activities, with the 
Director of the Law Division as Council secretary. 
This new council will undertake an_ enlarged, 
strengthened legislative program, closely coordinated 
with the activities of the new field staff and the 
Washington Office. The latter also has been re- 
organized, with 
Chicago. 


overall direction coming from 
A. M. A. Objectives and Basic Programs 

The House received and commended the report of 
the Committee to Study A. M. A. Objective and Basic 
Programs, which it said may be a significant milepost 
in the Association's history. In approving one of the 
committee’s recommendations, the House referred to 
the Council on Constitution and Bylaws the following 
suggested amendment of Article II of the Constitution: 
“The objectives of the Association are to promote the 
science and art of medicine and the betterment of 
public health and an understanding of the socio- 
economic conditions which will facilitate the attain- 
ment of these objectives.” 

The House also recommended that the Board of 
Trustees establish a mechanism which will assume 
the responsibility for promoting active liaison with 
each national medical society. “In the scientific fields,” 
the House declared, “the role of the A. M. A. should 
be primarily that of leadership, but every endeavor 
should be made to bring about coordination of the 
special fields of scientific interest of the other national 
medical organizations.” The delegates also approved 
a recommendation that the Board of Trustees give 
serious consideration to opening the publications of 
the Association to a free and open discussion of socio- 
economic problems applicable to medicine. 

Fund Raising 

Once again considering fund raising problems which 
have arisen since development of the concept of united 
community effort, the House passed a_ resolution 
which pointed out that the action taken last June in 
San Francisco has been interpreted by some as dis- 
approving the inclusion of voluntary health agencies 
in United Fund drives. It then stated that “the Amer- 
ican Medical Association neither approves nor dis- 
approves of the inclusion of voluntary health agencies 
in United Fund drives.” The resolution also requested 
the Board of Trustees to arrange a top-level conference 
with the voluntary health agencies, the United Funds 
and other parties interested in the raising of funds for 
health causes, with a view toward resolving mis- 
interpretation and other difficulties in this area. 

Miscellaneous Actions 

In dealing with a wide variety of other subjects, the 
House also: 

Took notice of the recent restrictive changes in the 
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Medicare program; expressed regret at the substitution 
of federal facilities for private care in the areas men- 
tioned, and urged the Association to encourage the 
reestablishment of services under the free choice prin- 
ciple to accomplish the original intent of the act; 

Recommended that the Social Security Act be 
amended by Congress to permit states to combine the 
present four Public Assistance medical programs into 
a single medical program, administered by a single 
agency and making available uniformity of services 
to all eligible Public Assistance recipients in the 
state; 

Authorized the Council on Medical Service to spon- 
sor at the earliest practicable date a Congress on Pre- 
paid Health Insurance; 

Approved a plan to develop “Buyers’ Guides” 
which will be sent to physicians to help their patients 
analyze the merits of available heatlh insurance pro- 
grams; 

Approved a Bylaw amendment which will allow 
dues exemptions for interns and residents serving in 
training programs approved by the Council on Medi- 
cal Education and Hospitals; 

Called to the attention of all individuals or in- 
stitutions responsible for intern and resident training 
that medical services provided to patients in hospitals 
are the responsibility of duly licensed physicians; 


Encouraged the voluntary registration of the para- 
medical personnel who assist physicians, but opposed 
the extension of governmental licensure and govern- 


mental registration at this time; 

Heartily approved and lauded the purpose, content 
and format of The A. M. A. News and recommended 
continuance of the publication under its present and 
established policies; 

Agreed with the Committee on Medical Practices 
that relative value studies should be conducted by 
each constituent medical association but not on a 
national or regional basis by the A. M. A.; 

Urged each constituent society to establish a com- 
mittee on rehabilitation to carry out activities recom- 
mended by the Board of Trustees; 

Called for continued activity at all levels to stimu- 
late the development of effective poliomyelitis inocula- 
tion programs; 

Suggested that the Association take immediate 
steps toward developing a plan whereby reserve medi- 
cal units and individuals not immediately involved in 
military operations could be used to supplement civil 
defense operations, and 

Expressed gratitude and appreciation for the long 
years of devoted service by Dr. Austin Smith, who 
has resigned as Editor of The Journal of the Amer- 
ican Medical Association. 

At the opening session, six state medical societies 
contributed a total of almost $250,000 to the Ameri- 
can Medical Education Foundation. The gifts were: 
California, $150,305.75; Indiana, $35,110; New Jer- 
sey, $25,000; New York, $19,608; Utah, $9,977.50 
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and Arizona, $8,657.50. In addition, the American 
Medical Association announced a contribution of 
$100,000 to the Foundation. 

It also was announced on the opening day of the 
meeting that Dr. W. Linwood Ball of Richmond, Va., 
A. M. A. Vice President, had been appointed to the 
Board of Trustees to fill the vacancy caused by the 
recent death of Dr. Warren Furey of Chicago. Dr. 
Ball, who will serve on the Board until next June, 
said he will not be a candidate to succeed himself. 

F. J. L. Blasingame, M. D. 
Executive Vice President 
American Medical Association 


HEALTH INSURANCE 


Cooperative action on the part of doctors, hospitals, 
and insurance organizations is needed now, if the 
American people are to avoid government controls on 
medical care and treatment, a health insurance spokes- 
man warned a group of doctors in New Haven, Conn. 
Joseph F. Follmann, Jr., Director of Information and 
Research of the Health Insurance Association of 
America, told a meeting of the Connecticut Society 
of Internal Medicine that spiraling medical costs are 
the concern of all those who are engaged in providing 
health care through the present voluntary system. 

“No matter of mutual concern is more urgent than 
the rising cost of health care,” Mr. Follman stated. 
“No element in the Bureau of Labor Statistics’ Cost of 
Living Index has risen as much as health care costs 
since World War II.” 

While doctors’ fees have lagged in the aggregate 
index of medical care costs, Mr. Follmann reported 
that hospital, drug, and miscellaneous costs have 
risen markedly. “We realize that even in a prosperous 
America,” he cautioned, “it is possible for health care 
to be priced out of the reach of the mass of people.” 

Mr. Follmann urged that prompt measures be taken 
by doctors and hospitals to restrain the present upward 
trend in such costs. Because the doctor controls the 
course of treatment, he suggested, over-utilization of 
medical treatment and extravagant care, which add to 
the health care burden, can be prevented. Unnecessary 
hospitalization must also be guarded against, accord- 
ing to the speaker. “That nearly all physicians stand 
firm against such abuses,” he added, “is a tribute to 
their individual integrity and the ethics of the profes- 
sion.” 

Mr. Follman cited a recent survey in Michigan 
which revealed that 25% of the patient days spent in 
general hospitals by Blue Cross subscribers there 
“constituted unnecessary hospitalization.” 

“Our traditional respect for the profession of medi- 
cine is epitomized by the fact that it is the only pro- 
fession or business permitted to establish its own 
charges almost entirely without the policing effect of 
competition or the imposition of public regulation,” 
he said. “Because the individual physician is largely 
unfettered in setting the charges for his services, 
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rigid self-discipline is of utmost importance to the 
preservation of private practice.” 

Most doctors, he continued, resist raising their fees 
simply because health insurance is involved. Such a 
practice, he emphasized, is an abuse of the insurance 
principle, and can add a “staggering figure” to the 
total cost of the nation’s medical bill. Organized 
medicine in 1954 recognized this danger, said Mr. 
Follmann, when the House of Delegates of the Amer- 
ican Medical Association at its clinical session stated, 
“To use insurance as an excuse to revise professional 
fees upward is but to contribute to the defeat of its 
purpose.” 

The health insurance official called for more 
economic methods of treatment, and the use of less 
costly facilities to keep medical care within the reach 
of the public. Moving patients out of general hospitals 
and into nursing homes or geriatric sites where pos- 
sible, and more effective scheduling of patients in and 
out of the hospital, he said, can result in substantial 
savings. “Your profession can continue to emphasize 
early diagnosis to prevent later costly disability,” he 
observed, “and can perfect rehabilitation techniques 
to restore patients to economic usefulness.” 

Insurance companies also have a vital role to play 
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in the fight against rising costs, he told the assembled 
doctors. Insurers must continue to apply their energies 
in providing the best and most effective utilization of 
the health insurance dollar. Health insurance can act 
as a brake on higher doctor and hospital bills, Mr. 
Follmann suggested, as is evidenced by the applica- 
tion of the deductible and co-insurance features in 
policies, notably major medical expense protection. 
Such insurance does not require hospitalization for 
coverage of medical bills, he explained, and con- 
sequently patients need not tax hospital facilities when 
they may be cared for just as well in out-patient 
clinics. 

Mr. Follmann expressed his confidence in the 
voluntary system of providing medical care, and in 
the ability within such a system to improve tech- 
niques and services which will benefit all of society. 
“We who know voluntary health insurance and the 
private practice of medicine,” he concluded, “believe 
in their inherent capacity to provide an adequate 
measure of quality care, soundly financed, for nearly 
all of the American people. As through joint effort we 
succeed in this, we will strengthen the whole social 
and economic structure upon whose preservation de- 
pends the maintenance of those freedoms and op- 
portunities that we conceive to be the essence of the 
American way of life.” 





PERSONALITIES 











DR. ELBERT ALLEN SIMMONS 


Dr. Elbert Allen Simmons of Timmonsville has been 
a “day and night” doctor for fifty years and he’s proud 
of it. And furthermore he’s still going strong at 77. 
He’s proud of that, too. 


He began his professional career in Timmonsville 
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in association with his brother-in-law, Dr. Albert G. 
Eaddy. 

In those days the horse and buggy rushed the doctor 
to the bedside of the dying or gave the stork a race 
but as the years passed, so did the horse as a method 
of transportation. It was then Dr. Simmons graduated 
to a “Model T” Ford as the “steed” that carried him 
about the countryside on his errands of mercy, of joy 
and sorrow. 

During the era of the “Model T” he used up 17 of 
them. But he can recall times when he made his 
rounds on a motorcycle. Those were the early days. 
But then, as now, no one called for Dr. Simmons and 
went unanswered. 

Today he visits his patients in a sleek powerful 
modern automobile. 

Just as his mode of taking his aid and comfort to 
the ill and injured of Timmonsville and the surround- 
ing area has progressed with. the times, so he has kept 
abreast of the advances in science and medicine. He 
calls himself a “country doctor” but he is country only 
in the sense of being one of the few remaining family 
doctors whose care and affection has embraced three 
generations of many Timmonsville area families. 

He was born in Columbia, Tyrrell County, North 
Carolina on June 3, 1881. From there the family 
moved to Johnsville, S. C. in 1882. 

Between his busy rounds as practicing physician, 
Dr. Simmons has still found time for church and civic 
work. For 25 years he has taught the Men’s Bible 
Class of Timmonsville Methodist Church. Here, too, 
he is practically never absent. 

His civic activities would tire a younger and less 
busy man but he seems to thrive on his “giving of 
himself” and always manage to find the time for 
worthy activities. 

Dr. Simmons is husband and father too. On April 
6, 1910 he married Miss Mamie Mims of Timmons- 
ville and they became the parents of five children. 

Many children other than his own have looked to 
him with love and trust for the easing of their pains 
and the comforting of their fears. Over the years 
hundreds, young and old, have known his healing 
touch. His fingers have not lost their skill nor his voice 
its comforting magic. His is a vanishing breed—a 
symbol of service—the country doctor. 


Easter Seals do more than serve crippled children 
and adults in care, treatment and rehabilitation pro- 
grams. They help maintain equally important national 
programs of research and education. By contributing 
to Easter Seals, you promote the well-being of the 
nation. 


Your Easter Seal Society is one of 1,700 affiliates of 
the National Society for Crippled Children and Adults 
in all 49 states, District of Columbia and two terri- 
tories—Hawaii and Puerto Rico. Wherever there are 
crippled children there are Easter Seals at work. 








DEATHS 





DR. HAL B. HOLMES 

Dr. Hal B. Holmes, 60, practicing physician and 
surgeon of Conway, died suddenly at 10:30 p. m. 
December 27 of a heart attack while having dinner 
with friends at Myrtle Beach. 

Dr. Holmes was born April 30, 1898, in the Good 
Hope community of Horry County. He was first 
honor graduate of the Class of 1917 at Burroughs 
High School. He entered the Navy during World War 
I and after completing his tour of duty he entered 
the University of South Carolina where he was an 
honor graduate. Then he enrolled at the Medical Col- 
lege of South Carolina where he finished in the top 
seven of his class in 1926. After interning at Charles- 
ton, Dr. Holmes opened his office in Conway for the 
practice of general medicine and surgery, an office he 
maintained until his death. He was active in the or- 
ganization of Conway hospital and has been on the 
medical and surgical staff of that institution since its 
inception. He was a member of the Horry County 
Medical Society, the Pee Dee Medical Society, the 
Tri-State Medical Society and the American Medical 
Association. He has been active in the civic, business 
and cultural life of Conway and was a member of the 
First Baptist Church of Conway where he served on 
the board of deacons. 

He was a member of the board of directors of the 
Peoples National Bank of Conway, Lions, American 
Legion and was a Scotish Rite Mason. 

On November 11, 1957, Dr. Holmes was presented 
the citizens distinguished award plaque, which was a 
highlight of the Veterans Day activity. The plaque 
was presented in behalf of the Conway post of the 
American Legion. 

Dr. Holmes was a family physician with a zeal for 
his profession. Records of the county show that Dr. 
Holmes had cared for more than half the indigent of 
his community. 


DR. J. M. WILLCOX 


Dr. John Mclver Willcox, 60, of Darlington died 
January 7 in a Florence hospital after an illness of 
two years. 

Dr. Willcox was born in Marion November 9, 1898. 
He graduated from St. John’s High School in Darling- 
ton in 1916. After taking his premedical work at 
Presbyterian College and the College of Charleston, 
he graduated from the Medical College of South 
Carolina in 1923 

He served his internship at McLeod Infirmary in 
Florence and came back to Darlington to begin gen- 
eral practice with the late Dr. C. C. Hill. After two 
years in association with Dr. Hill, he opened his own 
office. In 1956, Dr. Willcox was retired from active 
practice due to his health. 


He was a member of City Council of Darlington 
for 24 years and served a number of terms as mayor 
pro-tem. He was a member of the Darlington Presby- 
terian Church. 


DR. W. M. MOORER 


Dr. William Murray Moorer, 78, of Lodge, died 
January 5 in the Colleton County Hospital after an 
illness of a month. 

Dr. Moorer was a practicing physician at Lodge for 
54 years. He was born in St. George, a son of the 
late Dr. Pinckney L. Moorer and Mrs. Martha Murray 
Moorer, both of old Colleton County. 





BOOK REVIEWS 





ELECTROCARDIOGRAM. By Michael Bernreiter, 
M. D., University of Kansas Medical School; J. B. 
Lippincott Company Publishers, Philadelphia, 1958. 
Price $5.00. 

This is a comparatively short book with more 
illustrations than text. The usual introductory ex- 
planations and diagrams of electrophysiology are in- 
cluded, and these are done in a manner which is both 
clear and concise, omitting controversial material. 
Medical students and other beginners in electro- 
cardiography will appreciate the simplicity with which 
the fundamentals are set forth. 

However, clinicians who are accustomed to inter- 
preting tracings in the light of the clinical findings 
instinctively think more in terms of significance than 
descriptions of abnormalities. For them the book has 
little to offer other than illustrative tracings of ab- 
normalities which have been more comprehensively 
discussed in numerous previous volumes on the sub- 
ject. 

Dr. Bernreiter’s book is a well organized com- 
pendium of his lectures on electrocardiography to 
medical students at the University of Kansas Medical 
School. It should prove helpful to students in other 
institutions who seek a better understanding of the 
fundamentals of electrocardiography. 


Dale Groom, M. D. 


WHAT WE DO KNOW ABOUT HEART AT- 
TACKS. John W. Gofman, M. D., Editor. G. P. Put- 
nam’s Sons—New York, 1958. $3.50. 

This book gives a simple account of our knowledge 
of heart attacks (coronary thromboses). A discussion 
is given to the relationship of diet, emotion, obesity, 
hypertension and other factors to the development of 
this disease. The material is presented so that it can 
clearly be understood by the layman. It will give the 
person with heart disease a clearer picture of What 
this disease is and some of the treatment and -)pre- 
ventative measures advised by his physicians. How- 
ever, certain aspects of the relationship of blood fats 
to heart disease, which at present are controversial, 
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are over-emphasized. The analysis and significance of 
the blood lipo-proteins is of great interest to the 
physician and may prove helpful to the intelligent 
layman who has followed the research problems in 
cardiovascular diseases. However, this book is prob- 
ably of greater interest to the general practitioner of 
medicine who does not have the time to keep up with 
the recent research developments in coronary artery 
heart diseases. 
Peter Gazes, M. D. 


EMERGENCY WAR SURGERY NATO HAND- 
BOOK. U. S. Department of Defense. U. S. Govern- 
ment Printing Office. 1958. Price $2.25. 

The purpose of this book is to re-emphasize the 
principals of traumatic surgery and the care of the 
wounded during the immediate post-wounding period 
and until transfer for definitive care is possible. This 
manual more than fulfills its aim. The division into 
four sections is organized to present the varied aspects 
of traumatic surgery. 

1. Types of wounds and injuries 

2. Response of the body to wounding 

3. General considerations of wound management 

4. Regional wounds and injuries 

There is much valuable informaton in this book. It 
is a well organized, well written and scholarly treatise 
on war trauma. Except for the logistic problems of 
the care of mass casualties all contained in this book 
is applicable to the treatment of civilian trauma. This 
reviewer was very much impressed with the clear 
succinct exposition. An abudance of detail has been 
excluded and consequently the larger problems in the 
care of casualties are alluded to throughout the book. 
Where detail is presented it is applicable to the situa- 
tion. 

The surgeon who is interested in trauma will find 
this a very excellent dissertation and guide in his 
management of similar cases. Although wide civilian 
distribution of this book is unlikely, it can be recom- 
mended for the surgeon’s library and the use of house 
physicians in the emergency room. This book could 
serve well as a basic text on its subject in the medical 
school curriculum. 

Bernard E. Ferrara, M. D. 


REGIONAL ILEITIS by B. B. Crohn and H. Yar- 
nis, 2nd Edit. Grune and Stratton, New York 1958. 
Price $7.25. 

Dr. Crohn and his associates have brought up to 
date their vast experience of the past several decades 
on regional enteritis. Since he was the first to define 
this condition in a precise and comprehensive man- 
ner, he speaks with authority. It is interesting to note 
that a simple by-pass procedure is now accepted as 
an adequate operation for terminal ileitis particularly 
with chronic obstructive symptoms. This book should 
be available to any doctor who might be called upon 


Fesruary, 1959 


to diagnose or treat this interesting disease. 
F. E. Kredel, M. D. 


POISONING. W. F. von Oettingen, M. D. 1958. 
Philadelphia: W. B. Saunders, Publisher. 627 Pages. 
Price $12.50. 

This is the second edition of Poisoning by the 
author whose chief aim is to supply a single source of 


information needed by the practicing physician for 
the accurate detection, diagnosis and 
treatment of poisoning. 


successful 


The author attempts to organize this book in a 
fashion which will most readily aid the medical prac- 
titioner in the diagnosis and treatment of poisoning. 
Part I of this text discusses the classification of 
poisons, forensic aspects and responsibilities of the 
physician, and the emergency measures and equip- 
ment necessary for treating poisoning. 

Part II takes up the clinical aspects of poisoning. 
The author emphasizes the importance of obtaining 
accurate histories in the diagnosis of poisoning; and 
he stresses the functional pathology observed in the 
course of the medical examination. He presents the 
signs and symptoms by body systems—allegedly for 
ease of reference—discussing them at length in the 
course of the clinical study. Also in this section of the 
book, there are chapters on blood and urine changes 
in poisoning and the laboratory tests for detection of 
alterations or abnormalities. Such tests are possible 
in the average hospital’s laboratory. This portion of 
the book is a most valuable adjunct’ to any Poison 
Control Center or physician who sees any appreciable 
number of poison cases. 

Part III of the book takes up the clinical manage- 
ment of poisoning. Here emphasis is placed on the 
techniques available for removal of toxic agents as 
well as the symptomatic treatment which must be used 
at the same time or even preceeding removal of the 
poison. 

Part IV, the largest section of the book, is an alpha- 
betical listing of poisons. Under each poison there 
is a short discussion of the clinical picture and treat- 
ment required. This sectidn seems to the reviewer to 
be the weakest portion of this book since there are 
many common household poisons which are not en- 
countered in the alphabetical listing. Especially 
notable by their absence, are the common household 
furniture polishes and waxes so commonly en- 
countered in childhood poisoning. Too often, treat- 
ment of common poisons is sparse and lacking in 
actual specific recommendations as to dosage of drugs 
used. 

The author, on the whole, has done an admirable 
job of attempting to cover the tremendous subject of 
poisoning in one book. This reference will be a 
valuable addition in the medical practitioner’s library 
as well as to any Poison Control Center’s reference 
library. 

Henry W. Moore, M. D. 





COLD INJURY, GROUND TYPE by Col. Tom F. 
Whayne and Michael E. DeBakey, Office of Surgeon 
General U. S. A., 1958, 750 pages. For sale by Super- 
intendent of Documents, U. S. Government Printing 
Office, Washington 25, D. C. Price $6.25. 

This book is a comprehensive report on injuries 
from cold in World War II encountered by the Army. 
In all theatres the number of injuries treated was 
91,000. The feet and toes were most often affected, 
as one would surmise. Injuries in the air or at sea are 
not included. 

The clinical picture and incidence in relation to 
environmental and tactical situations are well de- 
scribed. The chapters on pathogenesis, diagnosis and 
therapy are of value to every doctor who may treat 
such cases and are very well illustrated. 

The prophylactic value of proper clothing and 
especially of foot-gear is emphasized. Shoes and socks 
that are too tight constrict the circulation. Frequent 
change of wet socks was found also to be important. 
Surgeon General Hays in his foreword states that 
many of these injuries may have been prevented if 
the experiences in World War I had been better re- 
corded and applied. This book lays a foundation for 
rational prevention and treatment now and for the 
future. It contains many helpful implications and 
methods of great value for civilian as well as military 
practice. Obtainable at very modest cost it should 
have a wide distribution among doctors in practice, 
residents and medical students. 


F. E. Kredel, M. D. 


IDEALS IN MEDICINE—A CHRISTIAN AP- 
PROACH TO MEDICAL PRACTICE. Edited by 
Vincent Edmunds and G. Gordon Scorer. The Christ- 
ian Medical Society, Chicago. Price; $3.00. 

Writing as a clergyman, this reviewer found the 
book filled with insights that should be helpful to 
physicians and clergymen alike. This writer found 
the book in sections, inspiring. Since the book was 
written by English physicians and one English 
minister, it would be helpful to the American reader 
if the book had included some information about the 
various contributors. The only information given is 
their names, with the usual initials denoting degrees 
and medical affiliations. 

While the writer was impressed with the apparent 
soundness of professional approach and with the de- 
gree of Christian commitment of all the writers, vary- 
ing degrees of biblical theological orientation were 
evidenced by the several writers. 

This particular writer completed and reread the 
chapter on Faith Healing with a sense of dis- 
satisfaction, which he found difficult to define. Much 
more needs to be said on this complex subject than 
could be said here, though there is little that he could 
take issue with. He questions seriously the statement 
on page 144 that the Bible clearly manifests that God’s 
prime interest is in spiritual holiness, and not in 
physical well being. 


With this demurrer only, this reviewer would 
recommend IDEALS IN MEDICINE as an excellent 
book for the clergy to read and to make available to 
the physicians in their congregations. 

The Rev. J. R. Horn, III, B. D. 


IDEALS IN MEDICINE—A CHRISTIAN AP- 
PROACH TO MEDICAL PRACTICE. Edited by 
Vincent Edmunds and C. Gordon Scorer. The Christ- 
ian Medical Society, Chicago. Price; $3.00. 

The editors along with eleven contributors have 
compiled a treatment of the subject of ethics in medi- 
cine with particular emphasis on Christian ideals in- 
volved therein. The book is primarily aimed at fourth- 
year medical students but is good reading and 
thought-provoking for all physicians. The authors are 
British but the reviewer found no difficulty in reading 
this book. Many facets of the life of the general prac- 
titioner and specialist, are covered including personal 
standards, personal satisfaction, and the distinctive 
ethical code of the Christian doctor. A particularly 
fine chapter is the one dealing with the doctor’s re- 
lationships with his patients, their families, and his 
colleagues. There is good coverage of the Christian 
attitude toward sex problems, abortions, sterilizations, 
euthanasia, and faith healing. Included is also a 
chapter on the medical missions. 

The reviewer would like to see this made required 
reading for fourth-year medical students. 


Walker M. Hart, M. D. 


PSYCHOPATHOLOGY OF COMMUNICATION. 
Paul H. Hoch, M. D. and Joseph Zubin, Ph. D. Grune 
& Stratton, New York 1958. 


This book is another worthwhile advance in the 
progress of psychological psychotherapy. By its in- 
clusion of the thinking of its 17 writers, from all parts 
of the country and Canada, one gets the very definite 
impression that the principles of psychopathology 
which have to do with the way people think, and act 
and feel under anxiety situations is being rapidly ac- 
cepted as one of the newer tools of medicine. What 
is happily, and noticeably absent from the book, is 
an overemphasis upon theory, and instead a unified 
attempt to demonstrate the importance of technique. 
One of the articles brings this out clearly in showing 
that psychological psychotherapy, with its use of the 
content material of psychopathological processes act- 
ing between doctor and patient, is the true and only 
basis for modern psychiatry. Drugs of any kind, elec- 
tric shock therapy, and various other psychological 
measures and means are aids and not ends in them- 
selves toward the main goal of all psychological psy- 
chotherapy, namely the communication between 
therapist and patient of psychological processes in- 
volved. 

Anything that is done with this end in view is 
acceptable, provided that one is willing to determine 
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whether or not a patient is able to undertake the ex- 
ploration of these psychopathological processes. The 
therapist, himself, must know as much as he can about 
the significance and the depth of the psychological 
factors, or processes, so that he can determine how 
far, and how deeply each patient can go in this work. 

This book also represents another step in demon- 
strating that modern psychoanalytic therapy is basic- 
ally the same as psychological psychotherapy. The 
difference lies, not in theory, but in application, and 
makes it essential that the therapist measures his own 
abilities as one of the communicants, as well as 
measuring the emotional capabilities of the patient as 
the other communicant. 

This book is a hallmark of technical developments 
of psychotherapy, and probably will be regarded in 
the future as a classic text. 

Norton L. Williams, M. D. 


CONVULSIVE DISORDERS OF CHILDREN. 
Dora Hsi-Chih-Chao, M. D., Ralph Druckman, M. D., 
and Peter Kellaway, M. D. Baylor University College 
of Medicine, Houston. 151 pages. 25 Figures. Price 
$6.00. W. B. Saunders Company, Philadelphia. 

This handbook represents a general survey of the 
subject of convulsive disorders of children. It is an 


expansion of a booklet used for instruction of house 
staff officers and workers in the clinic of Baylor Uni- 
versity College of Medicine. It is a brief survey of the 


subject without much emphasis on any phase other 
than the clinical. There is little attempt to go into the 
basic mechanisms and theories underlying convulsive 
disorders, and the book is intended to be a short 
reference book rather than a complete discussion. 

This book should serve as a useful member of a 
reference shelf in a clinic or hospital, and should be 
handy for house officers and students. It adds little to 
the knowledge of those who have worked with con- 
vulsive disorders for some time, and does not pretend 
to be a complete discussion. The material which it 
presents is well organized and lucid. 


J. LW. 


CALLANDER’S SURGICAL ANATOMY, Fourth 
Edition, by B. J. Anson and W. G. Maddock, 1958, 
W. B. Saunders Co., Philadelphia. Price $21.00. 

Callander has been the surgeon’s vade mecum for 
twenty-five years. The authors have continued the 
general arrangement and added remarks on the sig- 
nificance of various anatomical areas in relation to 
present day surgery. Many new illustrations from the 
recent literature have been inserted, some of which 
are less diagramatic than those in previous editions 
and somewhat reduced in size. Every doctor who 
practices major surgery should have a copy of 
Callander. It is also most useful for students and 
house staff. 


F. E. Kredel, M. D. 


Fesruary, 1959 


ADVANCES IN ELECTROCARDIOGRAPHY. 
Charles E. Kossmann, Editor. Grune & Stratton—New 
York 1958. Price $9.75. 

In this book the author presents advances in electro- 
cardiography made during the period 1946 to 1956 
under four categories: The Source of Potential, The 
Conducting Medium, The Spread of Excitation and 
Recovery, and Rhythms. A complete fundamental ap- 
proach was used instead of a clinic or empirical ap- 
proach. The advances have been so numerous and 
complex that even the physician with an intense 
interest in electrocardiography has had difficulty in 
keeping abreast of and understanding them. How- 
ever, this book fulfills this need by giving a clear 
understanding and integration of these advances. It 
is of great benefit to the cardiologist and to the 
average internist since it gives them a background for 
understanding and interpreting electrocardiograms in 
their clinical practice. Naturally, the average general 
practitioner does not have an adequate background 
to gain much from this book. 


PHYSICAL DYNAMICS OF CHARACTER 
STRUCTURE. Alexander Lowen, M. D. Grune and 
Stratton, New York 1958. 

The author of this book is known in the field of 
psychoanalytic endeavors, as a “Reichian”, that is, a 
follower of Wilhelm Reich. Dr. Lowen is executive 
director of the Institute for Bioenergetic Analysis in 
New York. 

This book purports to outline a new dimension in 
psychoanalytic therapy, and as Reich himself has in 
the past “out-Freuded” Freud in the overemphasis 
upon sexual expression, so this author has tended to 
emphasize bodily form and movement in analytic 
therapy. In other words, he observes carefully, the 
physical skeletal structure of patients, not only in 
terms of their body structure, but also their move- 
ments. He, himself, emphasizes the importance of the 
lower half of the body, particularly pelvis and legs. 

This book, of course, obviously emphasizes the 
agressive, expressive, discharging elements of physi- 
cal, and therefore sexual, expression. It has probably 
been a great source of puzzle to many people in the 
medical field to understand the reason that so much 
emphasis in the past psychoanalytic theory has been 
placed upon physical and erotic elements to describe 
human feelings and behavior. Too many people, not 
conversant with the history of the psychoanalytic 
movement, fail to realize that the search for emo- 
tional security and mental health lies not in com- 
pleted, concrete acts, nor upon actual deeds, but in 
a variety of well-convicted attitudes to handle many 
situations of living. 

This book, if looked upon only as a theory of 
human nature, therefore can be criticized in its over- 
emphasis of physical means of expression. Yet, be- 
neath all this, and even hidden in the content of this 
book, is the emphasis upon the use of all possible 
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technical means in the total observations of the pa- 
tient. 

This book can only be appreciated by those who are 
willing to see that psychoanalysis in its most modern 
form is struggling to emphasize technique, rather 
than theory. This book, therefore, represents a vestige 
of old Freudian thinking, with an emphasis upon 
theory, rather than technique. If looked at in this 
light, it could be very valuable to those attempting to 
understand the importance of the technical advances 
being made to reach the hidden recesses of the human 
mind. 

Norton L. Williams, M. D. 


British patients are remarkably similar to Ameri- 
can. It is always the nicest of them who get the worst 
diseases, and the least pleasant who bear the most 
minor troubles with the least fortitude. They have 
also, as in America, a high degree of literacy—with 
the result that their education enables them to read, 
mark, learn and inwardly digest the vast amount of 
ignorance which is published daily. In general pa- 
tients learn more and think less—their medical knowl- 
edge is greater than ever before, and their wisdom 
and judgment are less. 

We have been through the phase of loss of con- 
fidence in the family doctor, through the flight to the 
specialist, and I think through the phase which con- 
sists of the flight to the machines which lie behind 
the specialist. For after ten years of the National 
Health Service so many patients have so easily ob- 
tained access to the best specialists and the best 
electrical and chemical diagnostic machines, that 
many have come to realize that medicine is not so 
simple after all; that even the cleverest men are 
unable sometimes to make a diagnosis, and that 
quite often there is no treatment available despite the 
recent advances in science. Furthermore, as Britain is 
geographically a small country, it is not possible to 
believe that the maintenance of one’s disease is due 
only to not having been able to reach the right medi- 
cal centre. It is virtually possible for anyone and 
everyone to get to any centre. One result, in my 
opinion, of the greater ease with which British pa- 
tients can now obtain the best specialist care, is the 
realization that Medicine still has great limitations 
and that, therefore, there is still something to be said 
for trying to remain well. 

John R. Ellis 
The Pharos, 21;3. 








SCISSORISMS 





PREACHER DELIVERS SERMON ON 
SANITARY PRIVIES 
The sanitary privy was once the subject for a ser- 
mon by a Negro preacher in South Carolina, accord- 
ing to the thesis of a medical student who was writing 


on the work of Dr. R. W. Ball. Dr. Ball was county 
health officer in Richland County. A Negro preacher 
from Arthurtown met Dr. Ball on the road one day 
and told him he was putting him in his sermon. This 
is part of what the sermon said: 

“It came to pass in the year that S. A. Guiden was 
the pastor of Brown Chapel Church, Arthurs, South 
Carolina, an angel came unto me and said, Rev., this 
is Dr. Ball of Richland County. The insanitory con- 
dition of your privies has reached the Capitol, and is 
in violation of S. C. 5041 of the Sanitory Codes of the 
State. This condition is an abomination in the sight 
of God. Dr. Ball said unto me, call the people together 
and let me preach unto them. I said unto all the 
people both old and young, blind and lame, come and 
hear the words of the state of South Carolina through 
Dr. Ball, and he spoke as one having authority. 

“Tear down your old privies and build fly proof 
ones, for flies are man’s deddest foes. The people cried 
out, “We can’t for we are poor.’ You can and you 
must,” said the doctor, and this thing pleased the 
Lord of Host. And it came to pass that everybody is 
building a sanitary privy in Arthurs, S. C. 

“The flyproof privies are an abomination in the 
sight of the flies. “Will man destroy us from the face 
of the earth,’ said a fly. All ye inhabitants of the State 
of South Carolina, be on your guard, for Dr. Ball is 
on his way.” 


—Taken from Georgia Fax 


Train Watchers 

While casually perusing the pages of the Bulletin 
of the American Medical Writers’ Association we came 
upon a quatrain: 

We watch the trains come in; 

We hear the porters shout; 

And after we watch the trains come in, 

We watch the trains go out. 

Having lived in small towns ourself, the lines evoked 
memories—the local railroad station with its sema- 
phore and worn wooden platform, the station plaza 
a sea of yellow mud in springtime deep-rutted from 
the wheels of carriages, the mournful whistle of the 
westbound express, the panting, smoke-belching im- 
patience of the twice a day local and the self-ap- 
pointed delegation of train watchers. 

This delegation was self-perpetuating, mostly un- 
shaven, casually attired according to the season of the 
year, and recruited from the ranks of the voluntarily 
unemployed, a group composing the local philo- 
sophical society. This society or perhaps more ac- 
curately, association, maintained a headquarters of 
sorts in a public house on the station plaza where 
warmth, entertainment for man and beast, liberty, 
equality, and fraternity were enjoyed between the 
scheduled arrival and departure of trains and/or the 
unscheduled appearance of the “black maria” in the 
interests of public tranquillity and order. 

Some ten minutes before train time the remaining 
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when psychic 


symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 
In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 
Dartal promotes emotional balance 

Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 

Dartal is unusually safe 

At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 

Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


SEARLE 
*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958, 





members of the association would migrate to the 
depot platform to supervise the placement by the 
station agent of the baggage, express, and mail truck 
in its place on the platform. This supervision was done 
by placing the back against the baggage room wall, 
assuming a relaxed pose, shifting a quid of fine cut 
or plug from one cheek to the other, and observing 
outgoing passengers speculatively while whittling 
small shavings from a piece of soft wood broken from 
a crate. 

This colorful occupation of train watching had its 
irresistible allure for the young. The raising of the 
semaphore arm to the horizontal or stop position, the 
exodus of the philosophers from the public house, the 
procession to the platform, the arrival by carriage or 
on foot of departing passengers twice daily, the 
engine whistle, its clanging bell and clanking driving 
rods, were soul-satisfying in an era of little recreation 
for the young and no movies, 

Then, too, the tobacco chewing of the train-watch- 
ing philosophers was fascinating. It had been de- 
veloped to the status of an art. Cigar smoking was the 
prerogative of the filthy rich. Their Havanas re- 
putedly scented the air of such fabulous establish- 
ments as Delmonico’s or Sherry’s in New York City, 
a locale said to combine the worst features of Sodom 
and Gomorrah. Cigarets—remember Sweet Caporals 
with the actresses’ pictures?p—even if you roll your 
own were not then considered carcinogenic but 
allegedly diagnostic of homosexuality or worse. 

The technic and art of chewing cutplug or “fine 
cut” went with the occupation of train watching like 
ham and eggs. First experiments were discouraging 
but definitely wicked; forbidden and therefore allur- 
ing, a challenge. Some sage once said that the descent 
to hell is easy. He never chewed tobacco or aspired 
to be a proper train watcher. But once the initial 
difficulty is overcome, more or less in private, a second 
takes its place—the problem of disposal; for chewing 
resulted for physiologic reasons in the urgent neces- 
sity for the development of an admittedly crude, 
initially inaccurate but later more precise missile 
launching technic. This at first was confined to near- 
by, stationary targets, such as knot holes, but later 
even included the interception of moving targets. 

This self-education in practical ballistics, projection, 
and elementary meteorology as a corollary to the 
allegedly time-wasting occupation of train watching 
came to a sudden, and if memory serves us accurately, 


painful end at the insistence of aging, unsympathetic 
and querulous persons related to us who seemed to 
feel that attendance upon a more formal system of 
education was not only desirable but enforceable. 

Were these persons right? We now observe formally 
educated citizens carrying on alow and aloft with 
missiles of a far different character. They are so 
occupied with their highly educated activities that 
they must take tranquilizers to make their conscious 
lives endurable or rush off to the moon for a little rest 
and relaxation. We doubt if many persons now do any 
train watching. Our simple self-education program in 
rudimentary missile firing is completely out of date. 
Eheu, fugaces! 


From the New York State J. Med. July 1, 1958 


A Clinical and Laboratory Comparison of the 
Effects of Commonly Used Vasodilator Drugs on 
Arterial Diseases. J. Manly Stallworth, M. D., William 
H. Lee, M. D., Charles Belisle, M. D., and Daniel B. 
Nunn, M. D., Charleston. Am. Surgeon. 24:700, Oct. 
1958. 

Fifteen patients with representative peripheral 
vascular disease had detailed laboratory studies made 
before, during, and after the infusions of four (4) 
commonly used vasodilators, Arlidin (nylidrin hydro- 
chloride), Priscoline (benzyl-imidazoline —hydro- 
chloride ), [lider (azapetine ), Duvadilan (isoxuprine ). 
While none of the drugs showed consistently good 
results in all types of vascular disease, Ilidar and 
Priscoline proved most effective in the majority of 
the patients, especially from the detailed plethysmo- 
graphic and temperature studies. 

There was excellent correlation between the effects 
of these drugs on the conjunctival vessels and the 
small vessels in the extremity thus affording an easily 
accessible source of photographable vessels to be used 
in the testing of vasodilator groups. 

Ilidar and Priscoline produced dilatory effect pre- 
dominantly on the skin, and on the digital arteries; 
thus they offer maximum benefit in patients with 
Raynaud’s-like phenomenon, and minimum benefits 


in those patients with generalized arteriosclerosis. 
None of the four drugs produced significant changes 
in the temperature of the gastrocnemius muscle. The 
effects of the drugs on patients with Buerger’s Dis- 
ease were in direct proportion to the amount of 
arterial spasm present. 
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